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Ophthalmology 


Recent Advances in Ophthalmology 
Howard Reed, M.B., M.S. (Ophth) 
F.R.C.S. (Ophth) 

Winnipeg Clinic 

It is difficult to select from the spate of articles 
which have been published during the past year, 
the newest and most important information. Such 
a selection is bound to reflect the interests and 
view point of the reviewer. 

It seems that significant advances have been 
made in three ophthalmological topics, namely, 
retinal detachment, the APC viruses and extra- 
ocular muscle anomalies. 

Glaucoma and diabetic retinopathy have been 
the subjects of much interest and experimentation, 
and much new information is available although 
no therapeutic advances seem to have been made. 
These five diseases will be discussed. 


Retinal Detachment 

For some decades it has been customary to 
consider that retinal detachment may occur as a 
result of two groups of causes acting either separ- 
ately or in combination: 

a) Substances pushing the retina forward, such 
as exudate, blood or a neoplasm which may 
be primary or secondary. 

b) fibrosis resulting from inflammation or 
hemorrhage pulling the retina forward. 

This of course is a theoretical approach and 
in a given case of retinal detachment other causes 
may play an important part, e.g. trauma, myopia, 
aphakia or rupture of a peripheral retinal cyst. 

By simple retinal detachment we mean the type 
in which there is a hole or tear in the retina with 
changed vitreous or exudate separating the sent- 
ient part of the retina from the choroid and the 
attached retinal pigment layer. During the past 
few years a better understanding of the patho- 
genesis of this so-called simple retinal detachment 
has grown slowly. 

In 1935 Foster-Moore described an interesting 
syndrome. It occurs in elderly people with a sud- 
den onset of spots before the eyes and a sensation 
of lightning flashes appearing on the temporal 
side of the eye and more marked in the dark than 
in daylight. On dilatation of the pupil, examin- 
ation reveals vitreous opacities in some cases but 
in others nothing can be seen. Foster-Moore 
recorded a number of these cases and stated that he 
had followed them for some time and in no case 
did this symptom complex appear to lead to any 
serious condition. 

Since then special techniques with the binocu- 
lar microscope and slit lamp have been developed. 


Special lenses have been designed which fit on 
the cornea of the living eye and permit careful 
study of the vitreous in a way not previously pos- 
sible. The vitreous is normally attached anteriorly 
to the ora serrata and posteriorly to the optic disc. 
It is now known that this syndrome of “lightning 
streaks” is associated with a detachment of the 
vitreous from the optic disc (see Fig. 1), which 
appears to result from a progressive retraction of 
the vitreous. 


..-RETINA 


-F--- VITREOUS 


Vitreous Detachment 


Figure 1 
Vitreous Detachment 

It has been suggested by Pischel and Verhoeff 
and others who have made.a special study of vit- 
reous detachment, that the lightning flashes are due 
to the vitreous impinging upon the retina during 
ocular movements, thus stimulating it. It has also 
been observed in many cases of retinal detach- 
ment that the apex of the tear has a small fibrous 
plaque of tissue attached to it. This is believed 
to represent an adhesion between the retina and 
vitreous. 

The mechanism of formation of retinal detach- 
ment is therefore believed to be as follows: 

1. An adhesion develops between the vitreous 
and retina probably following a small focal area 
of inflammation. 

2. Retraction of vitreous occurs and causes 
traction upon the retina at this attachment. (Fig. 2) 

3. The retina tears and a hole develops. 

4. Changed vitreous or exudate collects behind 
the retina and pushes it forward. (Fig. 3) 

5. The sub-retinal fluid increases in quantity 
and the area of retinal separation spreads. 

The myopic eye is a relatively long eye, and it 
has been known for years that in high myopia the 
vitreous tends to be more disorganized and vitreous 
detachment is commoner than in normal eyes. 
Retinal degenerative changes also occur more fre- 
quently. One would, therefore, expect retinal 
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Figure 3 
Figure 2 and 3 Retinal Detachment 


detachment to occur more commonly in myopia. 
This is in fact the case, and thus supports the above 
hypothesis. 

Verhoeff? has recently written a very stimu- 
lating article on Lightning Streaks. He suggests 
that these streaks occur when the vitreous has 
separated from the retina. It can therefore no 
longer cause traction upon the retina, and the 
appearance of lightning streaks indicates that there 
is no further danger of retinal detachment. 


Treatment 

Gonin, a Swiss Ophthalmologist, was the first 
to recognize the significance of the hole in retinal 
detachment and to attempt to close it. He tried 
both to close the hole in the retina and to let out 
the sub-retinal fluid by making a cautery puncture 
in the sclera. Unfortunately, although this method 
resulted in some cures, it tended to produce much 
fibrosis of the retina, and the end results were not 
good. Much work has been done since then, but 
the two fundamental principles in retinal detach- 
ment surgery remain: 

a) The hole must be closed by causing an 
inflammatory reaction between the choroid and 
retina. 

b) The sub-retinal fluid should be removed to 
enable the retina and choroid to come into close 
contact and develop fibrous adhesions. 

Caustic potash, electrolysis and other methods 
have been used to cause this aseptic inflammation, 
but, largely as a result of the work of Weve and 


Arruga, diathermy has been the most popular 
method during recent years. 
Scleral Resection 

As the significance of vitreous shrinkage was 
appreciated, attempts were made to reduce the 
size of the scleral envelope thus assisting to ap- 
proximate the chloroid to the detached retina. 
Numerous methods of scleral resection have been 
employed. 

At first a spindle-shaped strip of the sclera 
extending half way round the equator was re- 
moved (Fig. 4), but this is a difficult operation 
and involves great risk of hemorrhage from the 
choroid. This was improved upon by removing 
only the outer layers of the sclera (Fig. 5). More 
recently polythene tubes have been inserted into 
the wound in order to push the choroid closer to 
the retina and thus favor adhesions between these 
two structures (Fig. 6). A simpler method of pinch- 
ing up a fold of sclera and then cutting off the 
excess has been used by some eye surgeons (Fig. 7). 


SCLERA 


B 
A 
A_ Cross-section of scleral 
strip to be removed CHOROID 8B Strip removed 
Sclera sutured 
Fold in chord 
re 4 
Full thickness Scleral Resection 
SCLERA 
Y 
CHOROID’ 
Figure 5 
Lamellar Scleral Resection 
SCLERA 
CHOROID 
POLY THENE 
TUBE 
Figure 6 


Introduction of Polythene tubing 


>) 
‘CHOROID’ 


A Fold of sclera 


B Scleral fold excised 
7 
Produce out-folding and cut off excess 
Unfortunately, animal experiments and clinical ob- 
servations have shown that in most cases, despite 
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careful technique, the sclera tends to return to its 
previous shape and polythene tubes are extruded. 

In association with these methods of reducing 
the size of the scleral envelope attempts have been 
made to force the retina against the choroid by 
inserting air, oxygen, nitrogen, helium, saline or 
cerebrospinal fluid into the vitreous cavity. These 
substances are of course absorbed in a few days 
so that their effect is temporary. 

Vitreous Implantation 

In 1955 Shafer* reported to a meeting in New 
York an entirely new approach, which is a more 
physiological procedure. Since vitreous retraction 
tugging upon a vitreous-retinal adhesion appears 
to be the cause of so many retinal separations he 
conceived the idea of treating the condition by 
increasing the volume of vitreous, thus forcing 
the retina back against the choroid. Working in 
association with the New York Eye Bank, Shafer 
removes vitreous from the eyes stored as donor 
material and it is kept in a refrigerator under 
sterile conditions. At operation the retinal hole 
is sealed by diathermy in the usual way. A hole 
is then made in the sclera to permit the escape of 
the sub-retinal fluid, and then the donor vitreous 
is injected. This pushes the retina back into con- 
tact with the choroid and forces the sub-retinal 
fluid out of the hole in the sclera. 

At the Annual Meeting of the American Assoc- 
iation of Ophthalmology and Otolaryngology in 
Chicago on October 16th, 1956, Shafer+ stated that 
he and his colleagues have now done 72 cases 
of retinal detachment, all of which had been 
previously operated upon unsuccessfully, and in 
45% of these patients the retina was replaced. 

In a personal communication a short time ago 
Shafer stated that he has done a number as a 
primary procedure and obtained successful results 
in 85% of cases. He has not yet lost an eye from 
infection. 

At the meeting in Chicago, Pischel and Clark, 
both well known workers in this field, stated that 
they had tried vitreous implantation in the treat- 
ment of retinal detachment and were greatly 
impressed by the results. In the last few months 
I have performed vitreous implantation using 
Shafer’s technique upon 5 cases of retinal detach- 
ment. All the cases were in myopic eyes which 
were considered to be hopeless and in 2 patients 
the retina was replaced successfully. It seems that 
this is a notable advance in ophthalmic surgery 
and vitreous donation is yet another way in which 
the dead may benefit the living. 


Adenoidal-Pharyngeal-Conjunctival 
Viruses 


This group of viruses was first recognized by 
Rowe and his associates at the National Institute 
of Health of Bethesda, Maryland. They attack the 
conjunctiva, tonsils and pharynx and on occasions 
may spread down the respiratory tract giving rise 


to virus pneumonia and laryngotracheitis, partic- 
ularly in young children. 

Transmission of these viruses appears to be 
mainly by droplet infection. They may be cul- 
tured from the mucous surfaces of the affected 
conjunctiva, tonsils and pharynx or from the 
stools of infected individuals. 

At the present time 14 types have been isolated, 
but it is likely that more will be defined in the 
near future. The relation of each type to a specific 
clinical disease has not yet been fully worked out, 
and it is probable that some are not pathogenic. 
Two clinical entities have, however, been differ- 
entiated and these will be described. 


Pharyngoconjunctival Fever’ 

This is an epidemic disease which spreads by 
droplet infection. It occurs particularly in young 
children and is frequently spread by swimming 
pools. Chlorination does not appear to reduce the 
virulence of the virus. Such an epidemic occurred 
in Toronto and was reported by Ormsby‘ last year. 
The incubation period is about seven days, and 
children are affected by the disease more severely 
than adults. Fever, malaise and muscle pains with 
rhinitis, pharyngitis and enlargement of the cervi- 
cal glands may persist for one to two weeks. 

One eye is affected at its onset, but in most 
cases the second eye becomes affected a few days 
later. Swelling of the eyelids results in narrowing 
of the palpebral fissure. Lachrimation is marked, 
but the discharge is not purulent. Photophobia is 
not a marked feature in this disease. The con- 
junctiva of the lower fornix is red and velvety 
and on occasions the associated preauricular gland 
is enlarged and tender. 

A conjunctival smear reveals a mononuclear 
reaction, but no inclusion bodies are found in the 
epithelial cells on epithelial scraping. Culture of 
the virus results in identification of type 3 of the 
APC group and sometimes type 4. Complement 
fixation testing results in a group reaction, but 
neutralization tests permit the diagnosis of the 
type of APC virus responsible for the condition. 

No treatment is of value but fortunately the 
disease is self-limiting and complete recovery is 
the rule. 

Epidemic Keratoconjunctivitis 

This condition has long been known clinically. 
It was described originally by Fuchs in 1889 and 
in 1930 Wright* described an extensive outbreak 
of the condition in Madras. He suggested it should 
be called keratitis diversiformis because of the 
diverse appearances of the cornea and conjunctiva 
in the epidemic which he observed. As its name 
suggests it is an epidemic condition and it occurs 
with an abrupt onset. Like pharyngoconjunctival 
fever, one eye is affected at the onset and is often 
followed by the second eye at an interval of a few 
days. Fever is less common in this condition than 
in pharyngoconjunctival fever. The conjunctiva is 
congested, the palpebral fissure is narrowed by 
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swelling of the lids, and the preauricular gland is 
enlarged and tender. 

After about 4 days superficial punctate keratitis 
may occur causing marked photophobia and it may 
persist for months. Children and even adults at 
times develop a membranous type of conjunctivitis, 
but, unlike the classical membranous conjunctiv- 
itis of diphtheria, it does not give rise to adhesions 
between the palpebral and bulbar conjunctiva, 
Smears and epithelial scrapings reveal a mono- 
nuclear reaction but no inclusion bodies are found. 
The virus may be cultured, and neutralization tests 
reveal that this condition is caused by type 8 of 
the APC group. 

Extraocular Muscle Anomalies 
Electromyography of the Ocular Muscles 

An exciting development has occurred during 
the past year. In certain centres electromyography 
of the extraocular muscles is being developed. 
Electrodes are placed in the extraocular muscles 
under local anaesthesia and their action potentials 
are recorded during movement. In this way the 
measurement of the muscle tone of all six of the 
ocular muscles may be recorded simultaneously. 
The amount of pull which each muscle contributes 
to any given movement may be measured and 
compared with the effort exerted by its fellows. 
a) Intermittent divergent squint 

In 1949 Scobee® recommended recession of each 
lateral rectus muscle in the treatment of inter- 
mittent divergent squint. This has proved an 
effective method of correcting the deviation. 

During anaesthesia and sleep the deviation in 
these cases is less than when conscious. Breinin’® 
has reported that the lateral recti show increased 
innervation as the eyes diverge from a near point 
to a distant point of fixation, and that when the 
deviating eye turns out the lateral rectus in this 
eye shows a further increase in tone. Electromyo- 
graphy has thus supplied a physiological explan- 
ation of the value of Scobee’s operation. 

b) Duane’s retraction syndrome’! 

This is an interesting condition which usually 
affects the left eye. In a typical case the left eye 
fails to rotate beyond the mid-line when looking 
to the left. On looking to the right the left eye 
is retracted into the orbit and a narrowing of the 
palpebral fissure occurs. Many variations of this 
condition may be seen, and much discussion has 

‘arisen as to its cause. Congenital fibrosis of the 
left lateral rectus muscle is usually thought to 
be the chief cause, but Gundersen and others at 
operation have found the medial rectus to be fib- 
rotic in some cases. 


By means of electromyography Breinin has 
shown that it is possible in any given case to 
determine which muscle is affected. The ampli- 
tude of the action potentials show whether the 
muscle which is apparently affected is capable of 
contraction. If the muscle itself is defective and 


incapable of contraction the amplitude is dimin- 
ished. But, if the amplitude is normal, it suggests 
that the muscle is normal, and limitation of move- 
ment is caused by fibrous bands. This knowledge 
has enabled him in a few cases to divide tethering 
bands and improve ocular mobility. 

c) The oblique muscles 

For many years there has been some con- 
troversy among specialists in this field. Some 
consider that the primary action of the oblique 
muscles is rotation of the eyes, others consider 
that their primary action is elevation or depression. 

This is by no means a merely theoretical contro- 
versy. It is most important when one considers 
the treatment of muscle palsy affecting the vertical 
muscles. If the eyes are to be made straight, then 
operation is required upon the vertical recti or 
upon the oblique muscles. Operation upon the 
inferior oblique muscle is not beset with so many 
pitfalls as operations upon the superior oblique 
or the vertical recti, but unwise surgery upon any 
of these muscles may result in vertical deviations 
and defective ocular movements in the vertical 
plane. It seems that electromyography may 
contribute greatly to the understanding of verti- 
cal movements and thus to treatment of their 
anomalies. 

Oblique Muscle Surgery 

For many years little surgery was done upon 
the vertically acting extra ocular muscles in com- 
parison with the operations performed upon the 
horizontal recti. Gradually however the obliques 
and vertical recti are losing their immunity to 
surgical attack. 

Walter Fink!? of Minneapolis has done much to 
popularize this form of surgery. His book “The 
Surgery of the Oblique Muscles of the Eye” which 
appeared in 1951 is a real contribution to this 
subject. I have had the privilege of seeing some- 
thing of his work and it is most impressive. 

More recently Jampolsky' has been stressing 
the action of the oblique muscles both superior 
and inferior as abductors of the eye. His conten- 
tion is that when a divergent squint has been 
present for a long time contraction of the oblique 
muscles of the eye occurs, with the result that 
surgery upon the horizontally acting muscles is 
inadequate and a satisfactory result is seldom 
obtained. 

He presented a paper upon this aspect of squint 
surgery at the meeting of The American Academy 
of Ophthalmology in Chicago in October this year 
and showed cinematograph pictures of excellent 
results of surgery upon the oblique muscles to 
relieve this condition. This is a new conception 
and will need to be substantiated by other workers 
in this field. 

Further investigations with electromyography 
will increase our knowledge of the action of the 
oblique muscles and thus our ability to correct 
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ocular deviations caused by defects of the oblique 
muscle. 
Emphasis on Treatment at an Early Age 

There is a growing tendency at the present 
time to operate upon children with squints at an 
increasingly early age. Cooper!‘ studied the results 
of 382 cases of convergent squint, and 101 cases of 
divergent squint which were treated during the 
years 1945 and 1955. This is a very careful analysis 
and follow-up of a large series of patients and he 
emphasizes the importance of treating cases of 
squint at an early age before complications such 
as amblyopia in the deviating eye or contractures 
of extra ocular muscles have developed. Once 
these have occurred a satisfactory result is more 
difficult, or even impossible, to obtain. 

Glaucoma 

In September 1954 an important event in the 
history of glaucoma took place in Canada. At Ste. 
Marguerite in the midst of the Laurentian Moun- 
tains the Council for International Organizations 
of Medical Sciences arranged a symposium upon 
glaucoma. Twenty authorities from countries in 
Europe, Great Britain and the United States of 
America gathered together to read papers and 
discuss their findings in primary glaucoma. Sir 
Stewart Duke-Elder was in the chair and Dr. T. 
H. Hodgson of Toronto was the secretary of the 
gathering. A report of the papers read and the 
discussions which followed has recently been 
published in book form edited by Sir Stewart 
Duke-Elder15. This book supplies evidence of the 
many advances in knowledge which have been 
made since the war and of the mystery which still 
pervades the whole field of glaucoma. 

Aetiology of Glaucoma 

There are two basic theories holding the field 
concerning the cause of ocular hypertension in 
primary glaucoma. 

1. A mechanical blockage of the filtration 
angle of the anterior chamber causing obstruction 
to aqueous outflow. 

2. Neurovascular disturbance which affects the 
pressure gradient between the anterior chamber 
and the episcleral veins so that the aqueous outflow 
is hindered. 

It is somewhat humbling to recall that these 
two theories were first suggested some 60 years 
ago, and that most of the operations in common 
use for the relief of ocular hypertension by in- 
creasing filtration were introduced nearly 50 years 
ago. For example Elliott described his trephine 
operation in 1909, Lagrange reported his anterior 
sclerectomy in 1906, and the iris inclusion opera- 
tion, still the most popular procedure, was intro- 
duced in 1906. Yet, it would be wrong to think 
that no advances have been made during the past 
half century. In fact it appears from a reading 
of this symposium which was held in Canada in 
1954 that there is much truth in both these theories 


and that both mechanical and vascular factors 
play a part in causing ocular hypertension. 
Investigations 

Perhaps the two most important developments 
in glaucoma since the war are the increasing use 
of tonography and gonioscopy both for diagnosis 
and for guidance in treatment. 

Tonography'* requires the use of a delicate 
electronic tonometer. After anesthetizing the 
cornea with a drop of local anesthetic a 7.5 grm. 
weight is rested upon the eye. This pressure forces 
aqueous out through the filtration angle so that 
the intraocular pressure steadily falls. The weight 
is allowed to rest upon the eye for 4 minutes and 
the pressure in the eye is recorded at intervals of 
30 seconds. At the conclusion of the 4 minutes a 
graph is drawn of the fall in pressure. From this 
graph by the means of tables two valuable esti- 
mates may be made, firstly the rate of aqueous 
production and secondly the rate of aqueous out- 
flow. 

The knowledge of these two factors has lead 
to a much greater understanding of the mechanism 
of glaucoma. Formerly it was assumed that the 
rate of production of aqueous was constant. 
But Becker'? has recently reported 45 cases of 
glaucoma in which there was increased rate of 
production of aqueous. Thus for the first time 
evidence has been produced of hypersecretion 
glaucoma. 

Gonioscopy (Fig. 8) is the examination of the 
filtration angle of the anterior chamber by means 
of a special lens. Increasing use of this method 
of examination has led to greater familiarity with 
angle width and the clinical manifestations of the 
disease. 


‘ 


A B c 


Figure 8 
To show method of examining the angle of the anterior 
chamber with a gonioscope 


(a) Contact glass for use during inspection of the iridal 


angle. 
(b) View of the interior of the cup, showing position of 
tally reflecting mirror. 
(c) Diagrammatic representation of contact glass in situ on 
the globe. 


In 1936, as a result of his studies of the filtration 
angle of the anterior chamber, Otto Barkan of 
San Francisco suggested that glaucoma should be 
divided into two types: 

a) wide angle glaucoma (Fig.9). 

b) narrow angle glaucoma (Fig. 10). 

At the meeting in Canada the nomenclature of 
glaucoma was discussed. It was pointed out that 
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this classification was not an accurate description 
of many cases of glaucoma because some appar- 
ently wide angle glaucomas developed acute 
attacks, and examination of the angle during these 
acute attacks showed that it was closed by iris 
contact with the cornea. Moreover some patients 
with narrow angles failed to develop acute attacks 
and their course was like that more commonly 
associated with wide angles. 


Figure 9 


Figure 10 


It was, therefore, suggested that a new termin- 
ology should be adopted internationally. Those 
patients who developed acute attacks of glaucoma 
with halos, blurring of vision and abrupt rises in 
intraocular pressure should be known as closed 
angle glaucoma and those patients who showed 
symptomless ocular hypertension and progression 
of field defects without halos, should be known as 
simple glaucoma whether the angle was wide or 
narrow. Although this terminology leaves much 
_to be desired, it at least has a clinical basis, if not 
‘an aetiological one. 

Diagnosis 

Cases of glaucoma with cupped atrophic optic 
discs, field defects and ocular hypertension present 
no problem. The greatest difficulty in diagnosis 
is encountered in those cases with a slightly raised 
intraocular pressure or symptoms suggestive of 
glaucoma, such as blurring of the vision in the 
evenings, or increasing difficulty with reading. 

During the past few years innumerable tests 
have been devised for these doubtful cases. The 


majority of them depend upon a stimulus which 
tends to cause ocular hypertension. Many sub- 
stances like caffeine or priscoline have been used 
for this purpose. But there are 4 methods which 
have established themselves as of proven value. 
1. Mydriatic Test 

In cases. of suspected closed angle glaucoma a 
drop of a mild mydriatic such as cyclogyl or hom- 
atropine is put into each eye to produce pupillary 
dilatation. The intraocular pressure is measured 
before and at intervals of 30 minutes after the 
instillation of the mydriatic. The pupillary dila- 
tation causes bunching of the iris and in a high 
percentage of patients with closed angle glaucoma 
the filtration angle will produce an abrupt rise in 
pressure. This test frequently removes all doubt 
from the diagnosis of a doubtful case of closed 
angle glaucoma. 

2. The Water Drinking Test 

This test is of value particularly in simple 
glaucoma. One quart of water is drunk upon an 
empty stomach and tonometry performed every 
30 minutes for three hours. The resulting increase 
in blood volume leads to an increase in aqueous 
production and since in simple glaucoma there is 
a resistance to the outflow of aqueous from the 
eye, it causes a rise in intraocular pressure. 

3. Tonography 

This test is of great value in the diagnosis of 
all types of glaucoma and in assessing the value 
of therapy because it enables the rates both of 
production and escape of aqueous to be estimated 
directly. 

4. Diurnal Curves 

It has long been known that in glaucoma the 
intraocular pressure shows irregular and excessive 
rises and falls during the day. When a measure- 
ment is made in the doctor’s office it may be made 
during a period of hypotension and the diagnosis 
of glaucoma overlooked. In a doubtful case prob- 
ably the best method of deciding whether or not 
glaucoma is present is to admit the patient to 
hospital for two or three days and record intra- 
ocular pressure of the eye at 2 hourly intervals 
by night and day. This requires the services of 
nurses or interns trained in taking intraocular 
pressure. 

McCulloch and his colleagues of Toronto 
analyzed the diurnal curves of a large group of 
glaucoma patients and found that they followed 
5 different patterns: 

1. Day peaks. This was the commonest type 
of curve and it is interesting that the peaks tended 
to occur at the same time each day. 

2. Irregular. 

3. Biphasic. In this type peaks occurred both 
during the day and the night. 

4. Occasional rise. 

5. Night peak. This was the rarest type. 

These observations were most interesting and 
timely. Until recently it had been thought that 
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the intraocular pressure in glaucoma tended to 
rise at night for two reasons. Firstly, the pupil 
sends to dilate as a result of darkness and secondly, 
acute attacks of glaucoma tend to occur in the 
evening or at night. McCulloch and his associates 
have shown that the night peak, which previously 
was thought to be a common diurnal curve in 
glaucoma, is in fact the least common pattern. 
This information is of great value in both diagnosis 
and treatment. 
Treatment 

Despite great advances in the facilities for 
diagnosis and in our knowledge of mechanisms 
in glaucoma, the advances in treatment are dis- 
appointing. But there is no doubt that the 
information which is now available has rendered 
treatment more rational. 


Closed Angle Glaucoma 

100 years ago Von Graefe introduced the oper- 
ation of iridectomy, and this is still the most 
valuable operation in the treatment of closed angle 
glaucoma. We now know that it acts by prevent- 
ing sealing of the filtration angle. Von Graefe 
removed a whole segment from the iris. This is 
still done by many ophthalmic surgeons but now 
there is a tendency to remove a small peripheral 
segment of iris only. If iridectomy proves to be 
inadequate in reducing the intraocular pressure to 
a normal level then the regular instillation of 
miotics or further surgery is required to render 
the pressure normal. 

Simple Glaucoma 

There is a general agreement that the best 
treatment of simple glaucoma is the regular in- 
stillation of miotics. Pilocarpine is still the drug 
of choice. Since its action lasts for 4 hours only, 
patients should be advised to instill pilocarpine 
every 3 or 4 hours during the day. 

In many cases of simple glaucoma, visual de- 
terioration may be prevented for many years by 
the regular use of this miotic, particularly if the 
diagnosis is made early in the disease. If, how- 
ever, at any time decompensation occurs, or there 
is a rapid loss in the visual field, a filtration oper- 
ation should be performed. 

Diamox 

This drug was originally introduced as a diur- 
etic, but it appears to have proved of greater value 
to the ophthalmologist than to the cardiologist. 
It has been shown that this drug reduces aqueous 
production by 60%. Many patients have now re- 
ceived this drug for periods of 1 to 2 years and it 
rarely appears to cause serious complications. It 
was onee thought that, since it reduces the pro- 
duction of aqueous, it might interfere with the 
nutrition of the lens and give rise to cataract 
formation but this does not appear to be so. 


It has a number of unpleasant side effects, the 
worst of these being paraesthesiae, but most 
patients seem to be able to adapt themselves to 


these symptoms. The electrolytic balance causes 
some patients difficulty, but in most it appears to 
adjust itself. Nausea and anorexia cause difficulty 
with some patients, but this to some extent may 
be relieved by the administration of potassium 
chloride 10 to 15 gr. 4 times a day. There is also 
some risk of agranulocytosis and therefore any 
patient who is receiving diamox should have regu- 
lar blood counts. 


Diamox has proved of great value in controlling 
the pressure in acute closed angle glaucoma pre- 
paratory to operation. In this condition it is 
essential to bring the pressure down to normal 
before surgery is performed, if this is at all 
possible. 

During an acute attack many other drugs are 
frequently given in an attempt to control the pain 
and reduce the intraocular pressure. Perhaps the 
most commonly used drugs are morphine and 
chlorpromazine. But another danger exists in the 
use of these drugs. All three of them are 
respiratory depressants and in combination their 
separate effects are additive. It is not generally 
realized that diamox also depresses respiration. 
In the treatment of an acute closed angle glaucoma 
it should be remembered that heavy doses of these 
drugs may cause dangerous respiratory embarrass- 
ment. 

Heredity in Glaucoma 

It has long been known that there is often a 
family history of glaucoma. During the last year 
a study has been made of relatives of patients with 
glaucoma’*’. In 4% undiagnosed glaucoma was 
found. It seems that glaucoma is transmitted as 
a simple Mendelian dominant in many cases. 
Therefore patients with such a family history 
should be warned of the risk of the disease and 
advised to have a periodic examination of the eyes 
including tonometry. 

Incidence 

Field studies of 10,000 workers above the age 
of 40 revealed a 1.53% incidence of glaucoma?’. 
People are living longer at the present time due 
to the improvements in medical care and the popu- 
lation is ageing. Glaucoma is therefore a serious 
geriatric problem. In fact in America 3.7% of 
people over 65 have glaucoma“! and 12% of 
those on the blind register have been blinded by 
glaucoma. 


Case Finding or The Detection of Early Glaucoma 


A vigorous campaign is being conducted 
throughout the United States of America by the 
New York Association for the Blind to encourage 
all general physicians to include ocular tonometry 
as part of the routine physical examination. A 
simple tonometer capable of resisting rough 
handling and costing only $12.00 is being issued to 
all general physicians who are willing to partici- 
pate in the scheme: 
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It has been estimated that there are one million 
cases of undiagnosed glaucoma in America. This 
campaign is designed to find these million cases 
and initiate treatment before sight is irrevocably 
lost. The Armed Forces of the United States of 
America are introducing ocular tonometry as part 
of the routine physical examinations which are 
done on all personnel over the age of 40. 

It has been estimated that one is 100 times 
more likely to pick up an early case of glaucoma 
by routine tonometry on patients over the age of 
40 than one is to detect an early case of tubercul- 
Osis or carcinoma of the lung by routine chest 
X-ray. Routine tonometry takes about two min- 
utes and the apparatus required to perform it costs 
$12.00. It seems therefore that in the economic 
plans at least routine tonometry is of far greater 
value to the community than routine X-ray of 
chest. 

Prognosis 

In a careful 5 year follow-up Kronfeld'® showed 
that 85% of patients with early glaucoma treated 
with adequate miotic therapy suffered no visual 
deterioration. On the other hand when the con- 
dition was detected in a late stage it progressed in 
50% of patients despite the most carefully con- 
trolled miotic therapy and surgery. In the present 
state of our knowledge the best solution to the 
problem is early diagnosis. ‘ 


Diabetic Retinopathy 

Since Ballantyne first demonstrated micro- 
aneurysms in the retina in 1943 this condition has 
been the subject of much study. Its course is well 
known. First the microaneurisms appear in the 
posterior part of the retina between the superior 
and inferior temporal blood vessels. Then dot 
and blot-like hemorrhages occur, the veins dilate, 
become tortuous and show irregularities in the 
lumen. Hard white exudates develop in the retina. 
Ultimately blindness results from vitreous hemorr- 
hages. Newly-formed blood vessels grow into the 
vitreous and then fibrosis occurs leading to retinal 
detachment. 

It is known that it is the duration of the dia- 
betes rather than its severity which appears to 
determine the onset of retinopathy. At least half 
the cases with diabetic retinopathy have in addi- 
tion Kimmelstiel-Wilson’s disease of the kidneys 
or diabetic nephropathy. On the other hand al- 
most all the patients with definite Kimmelstiel- 
Wilson’s disease also have diabetic retinopathy. 
These two conditions are late complications of 
diabetes, and the retinopathy usually develops 
before Kimmelstiel-Wilson’s disease. 

Some time ago it was recognized that capillary 
fragility is increased in some 40% of diabetics. At 
first it was thought that Rutin cured capillary 
fragility. There is still some debate about this, 
but it does appear that in certain cases of diabetes 
capillary fragility is reduced or disappears with 


that this may indeed be so. 


Rutin therapy. It was therefore thought that 
Rutin might be of value in the treatment of dia- 
betic retinopathy, but unfortunately there has been 
no definite proof that this is so. Many ophthal- 
mologists and physicians still give Rutin to patients 
with diabetic retinopathy, but there does not ap- 
pear to be any satisfactory clinical foundation for 
doing so. No doubt it is given from the humane 
point of view that Rutin might be of value in some 
cases therefore it would be wrong to withold it. 


Experimental Work 

» The fact that so many elderly diabetics become 
blind from retinopathy has stimulated many work- 
ers to attempt to determine its cause. So far little 
progress has been made in this direction but much 
experimentation has been carried out and we 
know that diabetic retinopathy is associated with 
a number of abnormal factors which may in the 
end give a clue to its causation and treatment. 
Some of these will be reviewed. 

Rich and his associates?? administered Cortisone 
in heavy dosage to rats. He found that this gave 
rise to a renal condition resembling Kimmelstiel- 
Wilson’s disease. This finding lead to further study 
of the cortico-steroids as a cause of diabetic retino- 
pathy, and’ evidence has been accumulating since 
It has long been 
known that if Alloxan is administered to rabbits 
it causes diabetes, which is indistinguishable from 
diabetes in human beings. The administration of 
ACTH to rabbits with Alloxan diabetes produces 
the rapid development of diabetic retinopathy. 

Becker23. 24 weighed the adrenals of 150 dia- 
betics and found that they were heavier in those 
patients who had Kimmelstiel-Wilson’s disease. 
This added weight was due to the cells of the zona 
fasciculata being laden with lipoid. 

Bookman and his colleagues?* reported five 
patients in whom diabetes developed while on 
steroid therapy. When the steroids were stopped 
the diabetes disappeared. Furthermore, during 
the course of the steroid diabetes the glycosuria 
was increased when the dosage of steroids was 
increased and decreased when the steroid ad- 
ministration was reduced. These reports suggest 
that excessive production of adrenal cortico ster- 
oids may stimulate the production of diabetic 
retinopathy. 

Vitamin B12 appears to be of some value in 
the treatment of diabetic neuropathy. It is known 
that heavy dosage of ACTH hinders the absorption 
of this vitamin and may therefore cause a vitamin 
B12 deficiency. These facts suggest that in dia- 
betes an excessive secretion of ACTH may prevent 
adequate absorption of vitamin B12. The resulting 
vitamin B12 deficiency may contribute to the de 
velopment of diabetic retinopathy. 

In order to test this theory Becker injected 
vitamin B12 into two groups of diabetics namely; 
those with retinopathy and those without retine 
pathy. Patients with retinopathy showed # 
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considerably higher excretion of vitamin B12 
than did those without retinopathy. Thus patients 
with diabetic retinopathy are less able to utilize 
vitamin B12 and may suffer from a deficiency due 
to excessive production of ACTH. 

In addition to these experimental findings 
there are a number of clinical observations which 
should be noted. Both diabetic retinopathy and 
Kimmelstiel-Wilson’s disease have been observed 
to worsen as a result of pregnancy, infections, 
on the administration of ACTH and they have 
improved after adrenalectomy and post-partum 
pituitary necrosis. Moreover patients with these 
two conditions have an increased urinary excretion 
of oxysteroids. 

This has lead to the giving of testosterone, 
oestrogens and other hormones to patients with 
diabetic retinopathy in an attempt to depress the 
anterior pituitary and decrease the output of 
ACTH and the production of cortisone. Unfortun- 
ately, all controlied clinical trials of these hor- 
mones have proved to be of doubtful value. 


More enthusiastic surgeons** have performed 
hypophysectomy or bilateral adrenalectomy to 
reduce the cortico steroid output. The results have 
been encouraging. The patients were maintained 
in a state of health by hormone replacement 
therapy and in most cases the diabetic retinopathy 
did not progress or was even improved. More case 
reports and longer follow ups are required before 
such damaging surgery can be adequately assessed. 

After 25 years most diabetics develop retino- 
pathy and nephropathy. In fact their development 
appears to be inevitable if death does not occur 
first. 

Root and his associates26, 27 have presented good 
evidence that careful control of diabetes is the 
best means of delaying the onset of these dread 
complications. 
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Obstetrics 


Obstetrics and Gynaecology, 1956 
A. W. Andison, B.A., M.D., F.R.C.S. (C), F.R.C.O.G. 


During the past twelve months there have been 
no notable developments in the field of Obstetrics 
and Gynaecology. Nevertheless, certain subjects 
within the specialty are receiving more attention 
than others and it is the object of this brief review 
to indicate current attitudes te these topics. 

A year ago in this Review the work of Walker' 
in connection with the problem of post-maturity 
was described. Arising from this is the concept of 
placental ageing in the latter part of pregnancy 
and particularly after the patient has passed term. 
The resultant anoxia is believed to account for 
the reported increased perinatal death rate in 
patients who are post-mature. Walker’s work still 
awaits confirmation, but the implications of his 
results are causing considerable uneasiness among 
obstetricians. As yet it is only a minority who 
would act upon these conclusions to the extent 
of routinely inducing labour when a patient is 
considered to have reached term. However, it is 
to be expected that induction of labour will be 
discussed in the literature with increasing fre- 
quency. Such a study is furnished by Manly? who 
reports on the induction-delivery time in 500 cases. 
Labour was induced by withdrawal of the hind- 
waters through a Drew-Smythe catheter. In 10 
percent of cases the time between induction and 
delivery was 49-72 hours and in 9 percent it was 
longer than 72 hours. In the latter group a normal 
delivery occurred in 28 of 48 cases, but Caesarean 
section was required in 10 and the Caesarean 
section rate for the whole series was 6 percent. 
Of 21 stillbirths, six were considered attributable 
to the induction. These figures give cause for 
thought to those who would routinely rupture the 
membranes as soon as a patient has reached the 
calculated date of delivery. 

Eastman* points out that while the perinatal 
mortality is three times higher at forty-three 
weeks of pregnancy than at forty weeks, as em- 
phasized by Walker and confirmed by Nesbitt in 
Eastman’s own clinic, this can be stated rather 
differently and in a truer perspective as that the 
infant survival rate at term is about 99 percent, 
and in pregnancies which have lasted beyond 294 
days as 97 percent. Moreover, Eastman is con- 
vinced that the increased perinatal mortality in 
post-mature babies can be accounted for by factors 
other than foetal hypoxia, namely increased size 
of the post-mature foetus, higher incidence of 
breech presentation, of pelvic contraction, of pro- 
longed labour and uterine inertia. 

Some significant investigations are being con- 
ducted into the measurement of placental blood- 
flow and its relationship to various obstetric 


problems. It was in 1953 that Browne and Veall‘ 
injected isotonic saline solution containing 24NaC1 
through the uterine wall into the placenta in 
patients in whom the placenta was situated on the 
anterior uterine wall. They were able to demon- 
strate that the rate at which the injected material 
was removed from the placental site was delayed 
in patients with raised blood pressure as contrasted 
with normotensive women. Morris, Osborn and 
Payling Wright* by a similar technique of injecting 
radio-sodium into the uterine wall and determin- 
ing its clearance-rate, studied uterine (as opposed 
to placental) blood-flow in normal and in pre- 
eclamptic pregnancies. They found that the 
effective uterine blood-flow was about half the 
normal in mild and only one quarter the normal 
in severe cases of pre-eclampsia. It is this reduc- 
tion which probably accounts for the decreased 
placenta! flow previously observed. The reduc- 
tion appears to be directly related to the increase 
in diastolic pressure. This method has been used 
to demonstrate the therapeutic value of hypoten- 
sive drugs. Observations on five patients showed 
an increase in the effective blood-flow in the 
uterine wall after the exhibition of such agents 
as hexamethonium, hydrazinophthalazine and 
extracts of rauwolfia and of veratrum. In a later 
study by these same authors® it has been shown 
by the same technique that effective uterine blood- 
flow is reduced by exercise. They thus explain 
the well-known tendency to improvement in cases 
of pre-eclampsia put at complete rest in bed. It 
would appear that in pregnancy an efficiently 
functioning placenta is essential for the foetus to 
be able to tolerate blood-flow fluctuations due to 
maternal activity. 

Clayton, Farmer and Johnson‘ have attempted 
the assessment of placental efficiency by the intra- 
venous injection of radioactive sodium and the 
determination of its rate of accumulation within 
the foetus. This can be accomplished with a col- 
limated scintillation-counter placed over the centre 
of the anterior aspect of the pregnant uterus so 
that an almost unlimited number of observations 
can be made on the foetus. The technique is 
completely safe and causes only minor discomfort 
to the mother. Diminishing rates of uptake 
of radiosodium by the foetus are found in pre- 
eclampsia. 

In another study by Johnson and Clayton* the 
change in radiosodium transfer rate in various 
types of labour was investigated. Normal saline 
tagged with radioactive sodium was injected into 
the antecubital vein of the mother at varying 
times before delivery and the plasma activity 
of samples of blood withdrawn at intervals 
was assayed. From these results the diffusion 
of radiosodium from the maternal plasma was 
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determined. The total quantity of radiosodium 
transferred to the foetus during the injection- 
delivery interval was measured by placing the 
newborn infant in a special cot surrounded by a 
ring of Geiger counters. The placental transfer 
efficiency is expressed as the rates of the total 
radiosodium in the baby to the total available 
radiosodium incident to the maternal aspect of 
the placenta. Normal’ values were first established 
and compared with those obtained from cases of 
prolonged and dysfunctional labours. The latter 
showed low values for placental transfer of radio- 
sodium, in some cases as low as 50 percent of the 
normal mean value. Continuous caudal analgesia 
resulted in a demonstrable improvement in placen- 
tal action, presumably from a vasodilatation effect 
on the decidual vessels. Thus an explanation is 
offered for the foetal loss in cases of uterine inertia 
where intra-uterine infection cannot be held re- 
sponsible. Further developments in this subject of 
assessment of placental efficiency can be expected. 

The method of diagnosing sex by finding of a 
special mass of sex chromatin in the majority of 
epidermal nuclei from females has been applied 
to the ante-natal determination of sex. First re- 
ported from Israel by Serr et al®, the method has 
been successfully used by many others!0.11. After 
puncture of the amniotic sac, a quantity of amnio- 
tic fluid is obtained and the sediment contains 
many cells. With a female foetus most of these are 
basophilic with the Papanicolau staining technique 
and have large vesicular nuclei. These are de- 
squamated cells of the foetal vaginal epithelium 
and in about half of them the sex chromatin can 
easily be demonstrated. In the case of a male 
foetus most of the nuclei of the cells found in the 
sediment are pyknotic and no sex chromatin can 
be found in any small basophilic.cells present. 
The procedure is not advised simply as a means 
of satisfying curiosity. However, it does make 
possible the diagnosis of sex-linked recessive dis- 
orders such as haemophilia. An even later 
development is the determination from desquam- 
ated epithelial cells in aspirated amniotic fluid 
of the foetal blood group!*. Certain blood-group- 
linked hereditary diseases can thus be diagnosed at 
a stage when pregnancy can be safely interrupted. 

During the past year investigation has been 
carried out on the possible role of aldosterone in 
the causation of pre-eclamptic toxaemia. The 
glomerulosa cells of the adrenal cortex secrete 
the hormone aldosterone which exercises an im- 
portant contro! over electrolyte metabolism. The 
hormone causes retention of sodium and increased 
elimination of potassium. During pregnancy there 
is a rise in aldosterone secretion which counter- 
balances the sodium-exereting effect of proges- 
terone. Moreover, in patients with toxaemia of 
pregnancy, increased amounts of a sodium-retain- 
ing substance are excreted in the urine. This 
substance, however, is not aldosterone; Martin and 


Mills'* report that they have failed to find any 
difference in the amounts of aldosterone excreted 
by normal pregnant women and patients with 
toxaemia. 

A search is still being conducted for agents 
which will be effective in controlling pre-eclamp- 
tic toxaemia. The use of reserpine is reported by 
Lindley et al'+ from Houston, Texas, both alone 
and combined with hydralazine. A high dosage 
of reserpine was administered, 5 mg. being the 
smallest dose and as much as 10 to 15 mg. were 
given intramuscularly or even intravenously. Good 
results as regards the fall in blood pressure are 
reported in 91 percent of 100 patients. However, 
17 percent of the babies were in only fair con- 
dition at birth, which is not unexpected since 
reserpine is thought to have a particularly de- 
pressing effect on the respiratory centre and 
its elimination is slow, requiring several days. 
Furthermore, these drugs merely control one 
manifestation of the disease; delivery of the baby 
is still the only known cure for toxaemia. We are 
still waiting for an agent that will augment the 
uterine blood flow, diminution of which is a funda- 
mental derangement in toxaemia, and an agent 
that has no harmful effects when administered 
over a period of many days or even weeks. 


Evidence accumulates that acetazoleamide 
(Diamox) is a harmless and effective diuretic for 
pregnant womenl5.16,. A dosage schedule of 250 
mg. daily for five days followed by omission of 
the drug for two days, yielded a good response in 
67 percent and a fair response in 24 percent of one 
series reported. Again, only one effect of the 
underlying toxaemic process is being treated. 

The past year has seen included in the literature 
several warnings of radiation hazards to the foetus 
in utero. Chassar Moir’? has written about the 
dangers of the Thoms method of brim pelvimetry. 
The dose of radiation received by the foetal gonads 
frequently exceeds 2.5 r. In addition, an investi- 
gation from the Department of Social Medicine at 
the University of Oxford'* suggests that besides 
causing genetic damage, this apparently harmless 
examination may occasionally cause leukemia or 
cancer in the unborn child. 

The management of heart disease in pregnancy 
is being influenced by the increasing experience 
in valvotomy. Turner and Fraser! advocate it 
for those cases in which cardiac symptoms become 
more marked after the onset of pregnancy. They 
advise that the operation should be done preferably 
about the fourth month and claim that pregnancy 
does not increase the risk of the operation, though 
there may be a greater likelihood of miscarriage. 
O’Connell and Mulcahy”® report a case in which 
a valvotomy was carried out as an emergency 
operation at term. The patient delivered without 
mishap ten hours later. 

For the past few years it has become the custom 
in many centres to omit the application of a 
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dressing to the umbilical cord stump. To persist 
in tying a sterile dressing to the cord was con- 
sidered old-fashioned. A recent study of this 
matter by Murray?! demonstrates a much higher 
incidence of infection of the cord stump when a 
sterile dressing is not used. A further development 
in this subject is the report of two outbreaks of 
streptococcal infection in a maternity unit directly 
traceable to infected cord stumps?22.23. It may be 
that present practice will have to be revised. 

The following remarks on the present status of 
cytology in the program for cancer control- have 
been contributed by Dr. A. M. Goodwin. 

It is well known that there are no early symp- 
toms of carcinoma of the cervix and it is a most 
distressing fact that nearly all cases coming for 
treatment are well established before the first 
visit is made to a physician. However, it is pos- 
sible for the doctor’s office to become the most 
important cancer detection centre. 

In recent years a new weapon for cancer 
detection has come to hand in the form of exfolia- 
tive cytology. The importance of the method has 
recently received increasing attention. In June, 
1955, the Royal College of Obstetricians and 
Gynaecologists held a conference devoted entirely 
to cytology in the diagnosis of cancer of the cervix. 
The expenses of this conference were defrayed by 
the British Empire Cancer Campaign. In America 
the first International Congress on Cancer Cytol- 
ogy was held in Chicago in October, 1956. 

Cytology is now established as an important 
aid in the detection of cancer in its earliest stages 
when cure is relatively certain and this applies 
particularly to cancer of the cervix uteri when it 
is still in the unsuspected pre-clinical or “in situ” 
stage. Cytological smears are as yet unreliable 
in excluding endometrial or corporeal carcinoma; 
properly performed curettage is much more accur- 
ate. Exfoliative cytology is of lesser value in 
the diagnosis of invasive cancer where detectable 
lesions are already present. In such cases biopsy 
of the target area is obviously required. However, 
in many instances where biopsy does not confirm 
the clinical suspicion of malignancy, cytology will 
prove superior to random biopsy. 

The cytological smear provides an overall 
representation of the cellular content of the genital 
tract. The method is easy to perform, it is safe 
and causes no discomfort to the patient. The 
smear should be taken with care so that an ade- 
quate specimen is submitted for examination. The 
smear serves. primarily to discover unsuspected 
or suspicious lesions that deserve further study, 
rather than to diagnose lesions obviously present. 

At the present time cytology serves the 
following functions: 


(1) As a screening test for large numbers of 
the population. As yet this procedure is costly 
and too few trained cytologists are available to 
carry out the test on a large scale. In spite of 
these deterrents “the reliability and specificity of 
cytological smears in detecting early pre-clinical 
cancer when it is still localized to the mucosa 
make them an indispensable part of any adequate 
cancer control program in women.” (Emerson Day) 
A positive smear is an indication for adequate 
biopsy. 

(2) As a diagnostic test. Cytology is particu- 
larly useful in the detection of early cases of 
bronchogenic carcinoma and its application to 
other organs is being developed, viz.: gastro- 
intestinal tract, breast, kidney, etc. 

(3) In the follow-up of treated cases of cervical 
carcinoma. Cytological smears are of value in the 
early detection of recurrence of disease so that 
further treatment may be instituted promptly. 

(4) Study of cytology may indicate the sensi- 
tivity of a particular tumour to radiation and thus 
determine the method of treatment most approp- 
riate for any given case of cervical carcinoma. 
Whether radiation therapy or surgery should be 
selected may be decided. More evidence is re- 
quired, however, before this aspect of cytology is 
placed upon a firm footing. 

(5) As a research instrument, cytology is pro- 
viding a method whereby study of the course of 
tissue changes can be made without disturbing 
the lesion. 

(6) The most recent application of cytology is 
in the identification of the sex chromosomes. 
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Urology 


Urological Survey, 1956 
Earl K. Vann, B.A., M.D., F.R.C.S. (C) 
406 Medical Arts Bldg., Winnipeg 

The purpose of this survey it to acquaint the 
practicing physician and surgeon with recent sig- 
nificant contributions to the field of Urology. 
Urology is being constantly expanded and over- 
lapped by other branches of Medicine and some 
of these developments may escape the notice of a 
busy practitioner. 

Nutrition and Metabolism 

- Hyponatremia! May frequently occur in uro- 
logic patients for several reasons. 1) There may 
have been associated cardiac disease and low salt 
regime prior to hospitalization. 2) Routine uro- 
logical care may produce a diuresis, and if existing 
kidney tubular damage is present, ability to 
conserve sodium may be impaired. 3) Urological 
patients may have a decreased salt intake and a 
poor nutritional basis. 4) A relative adrenal in- 
sufficiency may occasionally be present. Clinical 
recognition of this condition is aided by the 
history of low salt intake, the finding of a rising 
non-protein nitrogen in the face of an adequate 
urinary output, dehydration, weakness, lassitude, 
and loss of appetite in spite of an adequate fluid 
intake. Treatment is directed toward the ad- 
ministration of saline solutions. 

Aldosterone? This is one of the adrenal corti- 
cal hormones, which is thirty times as potent as 
desoxycorticosterone in reducing sodium excretion 
and increasing the output of potassium. In excess 
it has some properties of the glucocorticoids, but 
has not shown anti-inflammatory effects in small 
doses thus far tested. It has been used success- 
fully in the treatment of Addison’s Disease. The 
pituitary appears to have a small amount of influ- 
ence over its secretion. 

Infections and Drugs 

Combination treatment of urinary tract infec- 
tion?. An increasing incidence of anti - biotic 
resistant organisms is emphasized. Penicillin- 
resistant staphylococci and streptococci, strepto- 
mycin-resistant tubercle Bacilli, and tetracycline- 
resistant E.coli are particular problems. Combin- 
ations of tetracyclines and chloromycetin and/or 
streptomycin at times seem to increase control of 
these infections, and decrease the emergence of 
resistant strains. Recent additions to our thera- 
peutic armamentarium are spiramycin, cathomy- 
cin, and nitrofuradantin. The latter appears to be 
particularly helpful in the control of E.coli and 
scme strains of Proteus infections. 

Disturbances in Urination‘ Such as increased 
frequency, inability to start the urinary stream, 
and complete urinary retention may be caused 
by administration of some of the newer drugs. 


Mechanical blockage is occasionally seen with 
sulfonamide therapy and with the use of mercurial 
diuretics. Other drugs by virtue of their effect 
on the parasympathetic and sympathetic system 
(ganglionic blocking agents; anticholinergic drugs; 
antihistamines), may result in severe urinary tract 
neuromuscular imbalance. 


Calculosis 


Although the basic principles in the manage- 
ment of calculous disease of the urinary tract 
remain undisturbed, some new concepts in the 
mechanism of stone formation have appeared. 
Prien et al5, have concluded that urinary gluc- 
uronosides play a significant role in maintaining 
calcium and phosphate salts in solution in the 
urine. Urinary glucuronoside output can be in- 
creased and thereby reducing some types of stone 
formation, by administering some form of sali- 
cylate, acetylsalicylic acid or salicylamid. Further 
evaluation and more prolonged observation will 
be required to establish this form of therapy in 
the prevention of urinary tract stones. - 

Stone formation is not simply a matter of 
crystal precipitates falling out of a super-saturated 
urine®. Evidence suggests that crystals may be 
bound together by a mucoprotein in order to form 
a stone. In many cases (43%) of bilateral and 
recurrent renal calculi, no bacterial infection was 
present and no definite etiological agent could be 
found (76%). Renal tissue obtained by needle 
biopsy in these cases suggests that renal collagen 
disease, especially in the region of renal tubules 
may be a common factor. In cases that have been 
followed it has been found that salicylates or 
small doses of cortisone acetate tend to ameliorate 
renal tubule connective tissue changes, with a 
subsequent diminution of nephrocalcinosis and 
renal calculus formation. 

Kidneys 

The past year has provided the opportunity of 
observing the first successful renal human trans- 
plant’. An identical twin male, aged 24, received 
a renal transplant from his twin brother, with 
continuing function, thus reversing his previously 
far advanced renal insufficiency state which had 
been caused by chronic bilateral pyelonephritis. 
Studies have shown that the transplanted kidney 
has actually undergone hyperplasia. Careful pre- 
operative hematologic and genetic studies were 
carried out, and full thickness skin grafts were 
traded between the two brothers. The trans- 
planted kidney was attached in the lower right 
quadrant. The renal artery was anastomosed to 
the right hypogastric artery, and the renal vein 
anastomosed to the right common iliac vein; the 
ureter was inserted into the bladder. Hypertension 
had been marked previous to the transplant and 
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persisted in mild to moderate degree following 
operation. Three months after the initial oper- 
ation, the left kidney, weighing 49 grams was 
removed without incident. Five months later, the 
right kidney, weighing 29 grams was removed. 
Previous urinary tract infection has been elimin- 
ated. Blood chemistry has remained normal and 
renal function has continued to remain satisfactory. 


Although it is realized that such cases where 
the indications and opportunity to carry out such 
a procedure is extremely rare, the clinical manage- 
ment, the surgery, and the results obtained 
constitute a modern medical classic. 

Renal biopsy* has become a useful diagnostic 
procedure in both Surgical and Medical diseases 
of the kidney. The Franklin modification of the 
Vim-Silverman needle appears to be the most 
satisfactory for such a procedure. The main 
contra-indications appear to be 1) uncooperative 
patients, 2) a bleeding tendency, 3) a solitary 
kidney, 4) oliguria, with N.P.N. above 100 mgms. 
% and rising, 5) severe atherosclerosis, 6) 
perinephric abscess, 7) hydronephrosis, 8) renal 
neoplasms or cysts. Complete preliminary studies 
include urinalysis with culture, excretory pyel- 
ography, clotting and bleeding times, P.S.P. renal 
function tests, blood grouping and cross matching 
in case of complicating post-biopsy bleeding. The 
usefulness of establishing an exact histologic diag- 
nosis is apparent in determining proper treatment 
and prognosis. The procedure can be extended to 
study reversible kidney disease and to assess the 
effect of various drugs in treatment. An interest- 
ing use of this technique is to obtain cultures of 
organisms from the kidneys where significant in- 
formation cannot be obtained from culture of the 
urine. Some cases of malignant hypertension have 
responded to intensive therapy directed toward 
a previously unsuspected pyelonephritis diagnosed 
in this manner. 

It would appear from adequate survey and 
follow-up that genito-urinary tuberculosis® is best 
treated by a combination of streptomycin 1 gram 
twice weekly, 100 mgms. of isoniazid t.i.d. and 
sodium amino-salicylic acid, 5 grams t.i.d. Chlor- 
pactin 90, has been found effective in relief of 
symptoms of tuberculosis ulcers in the bladder. 
This drug is used topically and should be applied 
several days apart due to its irritative quality. 

Bladder and Ureter 

There has been an increasing interest in separ- 
ating the urinary and fecal streams in urinary 
diversion, in order to minimize ureteral reflux, 
hyperchloremic acidosis, and pyelonephritis'®. The 
choice is mainly between uretero-sigmoidostomy 
and colostomy, and ureteroenterostomy into an 
isolated ileal loop. 

Colostomy and formation of a reetal bladder 
have the advantage over the ileal loop method in 
offering a dry abdominal stoma requiring no 


apparatus but a once daily irrigation. Ureteral 
reflex is reduced as liquid rectal contents requires 
a minimal of straining. Peristaltic colonic waves 
are interrupted, thus maintaining a lower intra- 
rectal pressure. There is also a diminished ab- 
sorptive area, minimizing electrolyte imbalance. 
The infective element is also minimized, thus 
reducing the incidence of recurrent pyelonephritis. 


An isolated ileal loop is being used more 
frequently in restorative urinary tract surgery'!. 
Peristaltic movements persist, and no significant 
biochemical imbalances have been noted. Such 
loops may be used to enlarge a contracted bladder, 
and as an artificial bladder with voiding per 
urethram. 


Testes 


Management of Cryptorchism: Although there 
is a wide divergence of opinion regarding manage- 
ment of the maldescended testicle, a perusal of the 
literature appears to favor earlier intervention in 
correcting this entity. Comparative analysis of 
biopsied abnormal and normal testes of pre- 
pubertal age groups indicate that treatment at a 
younger age gives better results. Hinman’? pro- 
poses a program that will afford the greatest 
chance for fertility without increasing morbidity 
or mortality. He feels that all surgical and hor- 
monal procedures should be carried out before the 
age of six to avoid thermal damage to the testes. 
Any associated hernia should be repaired and the 
testes brought into the scrotum before the age of 
six. If uni or bilateral cryptorchism is present, a 
trial of anterior pituitary hormone (1000 units 
every other day for two weeks) may bring the 
testes down if they are capable of doing so at 
puberty. If the testes which is abnormal in posi- 
tion or formation does not respond, corrective 
surgical procedures should then be carried out. 
Unilateral non-descent usually indicates an ob- 
structive factor, so that hormonal therapy is less 
frequently successful than in cases of bilateral 
maldescent. 

Prostate 


Carcinoma of prostate1* is responsible for 11.8% 
of all male deaths from malignant disease in 
Canada and U.S.A. Its incidence in men past 50 
years is no less than 14%. Palpation of the pro- 
state by rectal examination remains the simplest 
and best method of screening men past fifty for 
carcinoma that is small, early, asymptomatic and 
curable. In a series of 526 patients with carcinoma, 
19% were considered suitable for radical operation, 
(perineal or radical retropubic prostatectomy). 
Biopsy of the diseased area via perineal, retro- 
pubic, trans-rectal, or transurethral routes is de- 
sirable before undertaking radical surgery. 

Attempts have been made to eliminate inoper- 
able prostatic carcinoma with the injection of 
radio-active gold and phosphorous solutions. Mor- 
bidity figures show that in some cases there 
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has been some attenuation of the disease, but 
the mortality rates have not been significantly 
reduced. 

Adrenalectomy, orchidectomy, hypophysectomy 
and administration of cortisone and estrogens are 
only palliative measures and cannot cure the 
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“Problems of the Newborn Infant” 


A series of case reports and commentaries from the 
files of the Winnipeg General, St. Boniface and 
Children’s Hospitals, illustrating factors which affect 
the survival of the infant during his first week of life. 


Series XII 


Cardiac Murmurs in the Newborn 


W. C. Taylor, M.B., Ch.B. 
Dept. of Paediatrics, University of Manitoba 
Children’s Hospital, Winnipeg 


It is the purpose of this paper to emphasize that 
the detection of a loud systolic cardiac murmur in 
the new born infant, does not necessarily indicate 
the presence of congenital heart disease. The 
problems posed by the detection of such murmurs, 
and their relationship to congenital heart disease, 
can best be illustrated by the following case 
histories: 

Case No. 1. (12556 W.G.H.) 

A male child weighing 8 lbs. 2% ozs. was born 
spontaneously at term. His mother who was in 
good health, was 27 years old and had one other 
child, also healthy. The infant’s apgar rating was 
9, and the immediate post natal period was entirely 
uneventful. The only abnormal physical finding 
on examination shortly after birth, was a loud 
systolic cardiac murmur maximum over the Pul- 
monary area. A radiograph of his chest revealed 
no visible structural changes in the heart, great 
vessels, or lungs. The E.C.G. tracings suggested 
the presence of right ventricular hypertrophy and 
possibly pulmonary hypertension. The infant was 
discharged home at the age of 3 weeks, weighing 
8 Ibs. 10% ozs., in excellent general condition, but 
with the murmur still present. 

Re-examination of the child at 6 months of age 
and at 1 year showed that the murmur had dis- 
appeared, and that his development and general 
condition were satisfactory. The chest radiograph 
and E.C.G. were repeated on both occasions and 
did not reveal any abnormality. 

Comment 

A healthy male infant with a loud systolic 
cardiac murmur as the only abnormal physical 
Sign. The absence of confirmatory evidence of 
congenital heart disease, and the disappearance of 


the murmur by the age of 6 months suggested that 
this was a “functional” murmur. The probable 
cause was the re-adjustment of the foetal circula- 
tion in the post natal period involving the closure 
of the ductus arteriosus and the foramen ovale. 


Case No. 2. (6215 W.G.H.) 


A male child weighing 7 lbs. 3 oz. was born 
spontaneously at term. His mother, who was in 
good health was 31 years old, and this was her 
third child. The infant’s apgar rating at birth 
was 5. He was slow to breathe, and required 
active resuscitation with Oxygen. There was 
very slight peripheral cyanosis which the mother 
was the first to notice. The 7 days he spent in 
hospital were uneventful except for a short last- 
ing fever of 100° on the sixth day. At this time, 
the pulse rate was recorded as 190 beats per 
minute. Radiograph of the chest and E.C.G. were 
not carried out at this time. 


The infant was admitted to Children’s Hospital 
at the age of 3 weeks, because of persistent vomit- 
ing and failure to thrive. A loud to and fro 
cardiac murmur was audible over the entire pre- 
cordium, the pulse pressure was e!evated, the liver 
was enlarged, and fine crepitations were present 
at both lung bases. The provisional clinical diag- 
nosis was patent ductus arteriosus with congestive 
heart failure. Digitalisation produced temporary 
relief but the baby died at the age of 2% months. 
Autopsy revealed an interventricular septal defect, 
a persistent truncus arteriosus, and right ventric- 
ular hypertrophy. 

Comment 

In this case the cardiac murmur was not an 
isolated finding. There was confirmatory evidence 
of congenital cardiac disease from the time of 
birth. 

Case No. 3. (7199 W.G.H.) 

A male child weighing 6 lbs. 9 oz. was born 
spontaneously at term following a normal preg- 
nancy. His mother, father, and one sibling were 
in good health. His apgar rating at birth was 
10 and physical examination revealed no ab- 
normalities. The neonatal period was entirely 
uneventful. 
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At the age of 7 weeks he was admitted to 
Children’s Hospital weighing 6 lbs. 14 ozs., with a 
complaint of projectile vomiting, listlessness, and 
failure to gain weight. The positive findings on 
physical examination were tachycardia, elevation 
of blood pressure to 125/90, and generalized wast- 
ing. A chest radiograph demonstrated a grossly 
enlarged heart. The T waves were inverted in 
leads 1 and 2 of the E.C.G., and this suggested a 
clinical diagnosis of anomalous coronary arteries. 
At no time was a cardiac murmur audible. 

The baby developed progressive cardiac failure 
which responded poorly to digitalisation. He died 
at the age of 10 weeks. At autopsy the cardiac 
defect was found to be an infantile type of coarc- 
tation of the aorta, patent foramen ovale, and a 
closing ductus arteriosus. 

Comment 

This case demonstrates that gross congenital 
cardiac defects sufficient to produce failure and 
death within a few weeks of birth, are not neces- 
sarily associated with murmurs. 

Discussion 

Lyon! placed the incidence of murmurs at 1.9 
per cent of 7,673 newborn infants examined during 
the first week of life. This incidence was not 
influenced by sex, month of birth, or weight. A 
one year follow up of 92 infants with murmurs 
revealed that 71 were entirely normal, 14 had 
persistent murmurs, 2 had inconstant murmurs, 
1 had extra systoles, and 4 had died. Of the 4 
deaths, 2 came to autopsy and were found to have 
congenital heart disease. In a personal examin- 
ation? of 1,133 newborn infants, systolic murmurs 
were detected in 4.8 per cent. A 2 year follow up 
of 20 infants with murmurs revealed that in 14 
the murmur had disappeared by the age of 1 year. 
In 3 infants loud murmurs persisted to the age of 
2 years, and diagnosis of congenital heart disease 
was confirmed by radiographic and electrocardio- 
graphic examination. Three infants died and came 
to necropsy. One had cor-triloculare with a large 


foramen ovale, another had aortic valvular sten- 
osis, and the third showed no abnormality of the 
cardiovascular system. 


Richards et al* demonstrated an incidence of 
1.7 per cent cardiac murmurs in 5,017 newborn 
infants. They calculated the probable significance 
of such murmurs. A murmur heard at birth 
carried a 1:12 probability of congenital heart dis- 
ease; if it was heard again at 6 months, this chance 
was 1:3; and if the murmur persisted to 12 months, 
the chance was 3:5 that congenital heart disease 
was present. Premature infants were found to be 
similar to full term infants in all respects. 


A plan for the management of such cases can 
be formulated from these facts. 

When a loud persistent systolic cardiac murmur 
is detected in the new born infant, radiographic 
and electrocardiographic examination should be 
carried out. If these tests are not abnormal, and 
there is no confirmatory clinical evidence for a 
diagnosis of congenital heart disease, it is prob- 
ably unwise to alarm the parents by discussing 
the abnormal clinical sign. The baby should be 
rechecked at least every 3 months during the first 
year, and the special investigations repeated if the 
murmur persists. If the murmur is still present 
at the age of 6 months, the problem should be 
frankly discussed with the parents. Any obvious 
deviation from normal health in such babies dur- 
ing the first year of life should be regarded with 
great suspicion, as cardiac failure can develop 
insidiously. The timely use of digitalis for cardiac 
failure, and the employment of surgery for such 
conditions as patent ductus arteriosus are well 
proven life saving devices in young infants. Fin- 
ally it should be remembered that the absence of 
a cardiac murmur in young infants by no means 
excludes the possibility of a cardiac defect. 
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Medical History 


Ea 


Emil Kraeperlin (1856 - 1926) 
G. C. Sisler. M.D.. F.R.C.P. (C) 


Descriptive Psychiatry reached its acme in 
Germany in the latter part of the 19th century. 
The last and the greatest of the names associated 
with this era is that of Emil Kraepelin. 

He was born in Neustrelitz, Germany in 1856 
and studied Medicine at Munich and Leipsic. He 
developed an interest in Psychiatry while a medi- 
cal student, and after graduation in 1878 was 
engaged as a psychiatric assistant in the clinics 
at these centres. He became Professor at Dorpat 
in 1886, moving to Heidelberg in 1890, and remain- 
ing there until 1904. From that date until retire- 
ment in 1922, he was Professor of Psychiatry at 
Munich and Director of the Psychiatric Institute. 

Kraepelin’s work is known largely through his 
Textbook of Psychiatry of which the first edition 
was published in 1883; he was preparing the 9th 
at the time of his death in 1926. 

He was remarkable as an exponent of the 
organic schoo! in Psychiatry, and followed in the 
tradition of Greisinger and Kahlbaum. During the 
early years of his career a new interest in scientific 
medicine was developing with the impetus of such 
giants as Virchow and Claude Bernard. Emphasis 
on the physical aspects of psychiatric etiology was 
further encouraged by the successful identification 
and proof of the organic etiology of general paresis 
dating from its description by Bayle in 1825 as a 
symptomatically separate type of mental illness, 
and followed by the demonstration of its syphilitic 
etiology by Esmarch and Jessen, Krafft-Ebing and 
others. 

Though recognizing psychological factors, 
Kraepelin believed that these only coloured the 
reaction and were not fundamentally etiologic. 
He rejected Freudian analytic concepts as being 
“not factual,” and, certainly, as forming no sound 
basis for identifying and classifying diseases. This 
is exemplified by a quotation (Dr. Barclay’s trans- 
lation) from the section of his text? on “The Causes 
of Schizophrenia” ... “ ... Here we meet every- 
where the characteristic fundamental features of 
the Freudian trend of investigation, the represent- 
ation of arbitrary assumptions and conjectures as 
assured facts, which are used without hesitation 
for the building up of always new castles in the 
air ever towering higher, and the tendency to 
generalization beyond measure from single obser- 
vations. I must frankly confess that with the best 
will I am not able to follow the trains of thought 
of this ‘metapsychiatry,’ which like a complex 
sucks up the sober method of clinical observation. 
As I am accustomed to walk on the sure foundation 
of direct experience, my Philistine conscience of 
natural science stumbles at every step on objec- 


tions, considerations and doubts, over which the 
lightly soaring power of imagination of Freud’s 
disciples carries them without difficulty .. .” 

Kraepelin’s lasting contribution to Psychiatry 
was his system of classification of mental diseases. 
He is best known as the “discoverer” of dementia 
praecox and manic-depressive psychosis. Actually 
the former name was Morel’s, and Clouston had 
described “secondary dementia in adolescence” in 
1888; the French alienists Falret and Baillarger 
had described manic-depressive disease clearly 
and Kahlbaum identified and named “Cyclothy- 
mia” in 1862. What made Kraepelin outstanding 
was his success in bringing order and system 
to the chaos in psychiatric nomenclature by 
putting forward the concept of distinct psychiatric 
diseases. 

He stands out as a critical, industrious and 
honest observer. In contrast to his contemporary 
Freud, he studied and treated seriously ill, psy- 
chotic patients in large numbers. It was his 
concept that mental illnesses were diseases that 
could be identified as other diseases. In order 
to do this, it was necessary to bring these dis- 
turbances into a system comparable with the 
diagnostic system of Internal Medicine. He rescued 
Psychiatry, at least temporarily, from the meta- 
physicians and made it a scientific branch of Medi- 
cine. Kraepelin observed and recorded in detail the 
symptoms and signs in thousands of patients, and 
with these and a consideration of the longitudinal 
history and, what physiological and organic studies 
were available, set about to “identify diseases.” 
He noted that certain groups of symptoms with 
certain courses occurred together with sufficient 
regularity when they could be recorded as specific 
syndromes. His initial studies in the 1890’s were 
then expanded, modified and clarified by further 
observations, so that a detailed scheme of classifi- 
cation gradually evolved. 

He coined the term “manic-depressive” and 
first differentiated this illness clearly from demen- 
tia praecox. His description of manic-depressive 
disease fifty years ago is still the best in literature 
for its precision and detail, and it is sobering to 
realize how little has been learned of dementia 
praecox since Kraepelin’s 8th edition published 
in the second decade of this century. Further, 
before his time, there was no clear differentiation 
of the “endogenous psychoses” (that is, those the 
etiology of which was not known) from the or- 
ganic psychoses. His scheme of classification, now 
considerably modified, still forms the basis of 
psychiatric nomenclature. 

But Kraepelin’s interest and contributions were 
not limited to sterile classification. His clinic was 
the centre of active treatment and research. The 
sections in his texts on causation and treatment 
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are necessarily brief, but outline the various 
contemporary ideas. He was not concerned par- 
ticularly with etiology, but mentions such popular 
causes as “infection,” “exhaustion,” “disorders of 
metabolism,” “disorders of constitution,” etc. He 
was a researcher both in his studies of treatment 
and in other matters such as criminology, the 
psychic effects of alcohol, and in comparative 
psychiatry (he made journeys to Java, India and 
Mexico). 

Kraepelin’s contribution to Medicine was great. 
His classification will doubtless continue to be 
modified and perhaps replaced as knowledge of 
etiology increases, but today it forms the basis of 
our identification of the psychoses. Whether 
dementia praecox (Bleuler’s “schizophrenia” is 


now the accepted term for this disease) has one 
etiologic constellation or many, it is correctly rec- 
ognized clinically as one disease. His insistence 
on organic etiology and rejection of the psycho- 
genic approach was an honest result of weighing 
the facts. This minimizing the importance of 
environmental and experiential factors is con- 
trary to current trends in psychiatric thinking, but 
it is not yet possible to judge the accuracy of this 
concept. 


1. Dementia Praecox and Paraphrenia. Emil Kraepelin (R. 
Mary Barclay’s translation of the Eighth German Edition 
of “Textbook Psychiatry”’). 

2. Manic-Depressive Insanity and Paranoia. Emil Kraepelin 
(R. Mary Barclay’s translation of the Eighth German 
Edition of “Textbook Psychiatry”’). 

3. A History of Medicine. Ralph H. Major. 


Sigmund Freud (1856 - 1939) 
Gilbert L. Adamson, M.D., M.R.C.P. (Edin.) 
F.R.C.P. (C) 


This year is the centenary of Freud’s birth. He 
was born in Freiberg, May 6th, 1856. Tributes 
have been paid his memory this year, in many 
medical, psychological and “scientific” journals. 


You can still get an argument on what Freud’s 
place in history should be. Some (like the great 
neurosurgeon, Percival Bailey) would discredit 
him altogether. Others believe him to have been 
a genius. We are probably still too close in 
time to be able to judge Freud’s work. In 
another hundred years it may be seen in better 
perspective. 

Nevertheless, the unbiased (I supose no one is 
that) amongst those who have considerable know- 
ledge of his work, must and do admit that Freud’s 
contribution to the understanding of human be- 
haviour was a great one. Many of the ideas he 
incorporated in his theory had been expressed by 
others. He owed, for instance, a great deal to 
Meynert in whose Institute for Cerebral Anatomy, 
he worked for some time. Van Hartmann, years 
before Freud, had written the “Philosophy of the 
Unconscious.” Seventy years before, Herbart had 
clearly enunciated the idea of unconscious mental 
processes. Sir Francis Galton had written on “free 
association.” Lindler, a Budapest pediatrician had 
written on infantile sexuality. Breuer, Chrobak 
and Charcot had written or spoken of the sexual 
aetiology of hysteria. 

Freud’s great work was an attempt to construct 
a theory of human behaviour which would explain 
all behaviour both “normal” and “abnormal.” He 
failed in this. His theory has been modified and 
much of what remains has yet to be “proven” or 
really validated. But it is the most comprehensive 
and enlightening that has so far been enunciated. 

Ernest Jones lists Freud’s ideas in the following 
way: division of mental processes into two classes 


which he termed primary and secondary respect- 
ively, insistence on the reality and importance of 
unconscious mental processes and on the conflict 
between them and consciousness; the significance 
of sexuality first in the aetiology of the neuroses 
and then in life in general; the existence of infant- 
ile sexuality; the nature of unconscious symbolism; 
the phenomenon of repression and resistance; the 
employment of free association as a therapeutic 
method; the significance of childhood experiences 
for later life; the rigid determinism of mental 
life; the constancy principle which asserts the 
tendency to revert to a previous state; the activity 
of two censorship barriers in the mind; the con- 
cept of summation of excitations; the idea of 
somatic compliancy as in hysterical conversion; 
the fundamental importance of the pleasure prin- 
ciple in mental life. 

None but the most dogmatic of psychoanalysts 
subscribe to them all without qualifications. And 
even amongst psychoanalysts there is no agree- 
ment’ as to their relative importance. When we 
think how extensively these ideas, in one form 
or another, have pervaded our society we must 
acknowledge, that in spite of much prejudice there 
has been widespread tacit acceptance of them. 
The study of infantile development, the problems 
of adolescence, the techniques of education, have 
all been affected by Freud’s ideas and observations. 
Criminal responsibility, penal institutes, parental 
responsibility, to mention only a few areas of 
influence of Freud’s thinking have been affected 
by this prolific writer. Psychiatry has, of course, 
been profoundly affected. Whether future work 
will invalidate some of Freud’s ideas is of little 
moment. Doubtless increased knowledge of cereb- 
ral physiology will bring deeper insight. Freud’s 
work had little to do with the brain as the organ 


‘of the mind. This is probably why Kraepelin 


could not understand him. But Freud’s light has 
illuminated many a room in which science form- 
erly groped in darkness; and his light is but little 
dimmed. 
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Editorial 


S. Vaisrub, M.D., M.R.C.P. (Lond.), F.R.C.P. (C.), F.A.C.P., Editor 


Giants in the Earth 


There were giants in the earth in those days. 
Genesis VI: 4. 

Centenaries are commemorative occasions. They 
call forth biographies, memoirs, apreciations, com- 
ments—all in order to perpetuate the memories of 
those who left their fingerprints on the doorknobs 
of history. 

The passing year marks the centenary of two 
giants of Psychiat-y—Emil Kraepelin and Sigmund 
Freud. The need for the publication of a proper 
tribute to their memory in the Manitoba Medical 
Review has been apparent for some time—eleven 
months, to be precise. Indeed, were it not for the 
eleventh hour intervention of two stellar lumin- 
aries in our psychiatric firmament, the opportunity 
of a century would have been lost. Happily, it 
was not, for it was seized firmly and exploited 
fully by G. Sisler and G. L. Adamson, who hon- 
ored us with their papers dedicated to the memory 
of Kraepelin and Freud, to the gratification and 
edification of the appreciative readers of this 
issue of The Review. 


Should, then, this happy state of affairs be 
marred by editorial intrusion? May not, indeed, 
this be just the right occasion for your editor to 
be silent? Whether he “rush in where angels fear 
to tread,” or “enter with diffidence and tread 
with circumspection” —a stranger to the land of 
Psyche, he would be sure to arouse the anger 
of its jealous guardians. Such is the unhappy 
relationship between the amateur and the pro- 
fessional! Still, the amateur often. dares form 
opinions on works of art of which he has no pro- 
found understanding, and voices views on matters 
of which he has no expert knowledge. He does 
this by forming general impressions, by getting 
the “feel,” the “drift,” by absorbing only the 
familiar and the relevant through the filter of his 
mind. May not, then, your editor be permitted 
to perform a similar feat of abstraction from the 
proffered psychiatric material only what is famil- 
iar to him, and relevant to general medicine? 


When we speak of Kraepelin and Freud in the 
Same breath, we are conscious of the fact that the 
juxtaposition is due to a chronological accident. 
It cannot be based on too many similarities in 
their personalities or views. Indeed, even the 
common denominator of chronology is deceptive, 
for though born in the same year, Kraepelin and 
Freud are rarely thought of as contemporaries. 
Somehow, Kraepelin is always regarded as the 
older man, more at home in the nineteenth century 
than the twentieth, while Freud is viewed as 
a “modern” and still highly controversial figure. 


Kraepelin bears the stamp of the positivist phil- 
osophy of the nineteenth century. His approach 
to psychiatry was in consonance with the then 
dominant approach to biology and medicine. 
Science was young and self confident, based on 
the solid foundation of immutable “natural laws.” 


- Medicine was structural with her feet firmly 


planted in the morbid anatomy of the organ, the 
tissue and the cell. Diseases were viewed as 
entities with existences of their own. They were 
classified according to strict etiologic, pathologic 
and diagnostic criteria. Kraepelin regarding 
psychiatry as a scientific branch of medicine, 
viewed mental] diseases as organic diseases of the 
brain, differing fundamentally but little from 
diseases of other organs. He regarded mental 
disorders as distinct entities independent of 
personality of the individual. He minimized psy- 
chological and environmental influences, placing 
the emphasis on physical factors. His nosology, 
compartmentalized and rigidly architectural, was 
in harmony with the then dominant trend’ in 
general medicine. 


Unlike Kraepelin, Freud is spiritually a citizen 
of the twentieth century. His theories reflect the 
changing emphasis from structure to function, from 
pathology to physiology, from causes to mechan- 
isms, from the static to the dynamic. They empha- 
size the disease process rather than entity, the 
adaptive response of the individual rather than the 
extrinsic organic cause. They view mental disease 
as an arrested or distorted phase of the normal de- 
velopment of an individual rather than an affliction 
with a single etiology. The “modernism” of these 
views is quite apparent, even though the “up-to- 
date”-ness of the elaborate Freudian scheme of 
the “mental apparatus” with the complex inter- 
relationships between the id, the ego and the 
superego, and the Freudian postulates of the two 
basic unconscious drives—the libido and the death 
wish are much less obvious. 

Modernity, of course, is not synonymous with 
validity, nor is the latter — with historic signifi- 
cance. Whatever may be the judgment of history 
on the validity of Freud’s theories or the efficacy 
of his therapeutic techniques, it will never deny 
their impact on medicine. The theories of Freud 
gave the physician a glimpse of the drives and 
motivations that often operate behind the facade 
of the patient’s symptoms and behaviour. They 
helped him toward a better understanding of 
psychosomatic aspects of illness, and a deeper 
awareness of the role of the subconscious. 

Nor will history dismiss lightly the influence 
of Kraepelin as insignificant or “reactionary.” It 
may yet vindicate his view that Psychiatry is a 
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branch of Medicine rather than that of Morbid 
Psychology. It may even take a second look at his 
“physical” approach to mental disease, for physi- 
cal factors in diseases of the mind are again very 
much in the news. The electro-physiology and the 
biochemistry of the central nervous system are 
currently under intensive investigation. Experi- 
mental schizophrenia, induced by lysergic acid is 
but one example of the fascinating researches in 
the field of psycho-chemical interrelationships. 
The pendulum is swinging back. 

The clock of history, however, is moving 
forward. With each hour it brings a better under- 
standing of the body-mind relationships and a 
closer integration of Psychiatry with Medicine. To 
this forward movement, Freud and Kraepelin have 
made significant contributions. We owe them a 
debt of gratitude. 

S. V. 


Letter to the Editor 
October 21, 1956. 
Dear Editor: 

There is a modernization of an old proverb 
which reads “Give a boy enough rope and he’ll 
bring home a stray pup.” 

At our recent M.M.A. meetings, this moderniz- 
ation was excellently demonstrated, when the 
stray pup “Assistants’ fees” was ushered in, 
blanketed under that evasive and elastic term “fee 
splitting.” It was not a little surprising that no one 
rose in defense of M.M.S., as a non fee splitting 
business administration. Therefore we must as- 
sume that we are now aligned with the American 
Medical Association in that they now accuse Blue 
Shield of fee splitting. This measure is presumed 
to leave us, conscience clear, on the question of 
fee splitting; but if our boys are turned loose, with 
more rope, let us see what they would find in the 
same litter. 

1. We have a differential fee schedule. The fee 

for many procedures is split on a 4:5 ratio. 

2. The subscribers’ premiums are pooled and 
split in like proportion. 

3. Our accounts are pooled and then we split 
with the subscriber in a ratio of 3:1. 

4. Then it is suggested, the referring Doctor 
and the Surgeon split the poor patient, so 
depriving him of his “choice of doctor” at the 
very moment when his need is the greatest. 

It appears to me that in our recent deliberations 
we lost sight of the fact that the final analysis is 
made by the patient—by the common man. It 
would be interesting to have his opinion on our 
problems and our efforts. The nearest approach 
to such is contained in the address of the Hon. 
Vincent Massey, to the C.M.A. at Quebec City 


last June. It would be in the interests of Better 
Medicine if every Doctor in Canada were supplied 


_. With a full report of that masterful address. 


Our hope of professional unity in Manitoba, 
now rests in the selection of members to the 
Professional Policy Committee. May we be rep- 
resented by men of wisdom, integrity and without 
personal axes to grind. May any axes that are 
used, be employed to fashion a better framework, 
even if that entails severing the heads of more 
“pups.” 

Yours truly, 
J. F. Edward, M.D. 


Dear Editor: 


After reading Doctor Gordon’s epistolary effort 
it occurs to me to advance one cure for traffic 
mortality and mutilation that will probably not 
be suggested by anyone else. Not that the sug- 
gestion is obscure or complex, but rather because 
it is so simple. 

Personally, I am sick of reading of traffic acci- 
dents and the effect of them on our population. 
I am sick of hearing people proclaim their horror. 
I am sick of “experts” racking their brains to 
reduce them to zero. The reason for my sickness 
is that I do not believe anyone really cares enough 
to do something effective about traffic injuries. 
The “workers in this field” are, in my opinion, 
grossly, flagrantly and criminally hypocritical. 
Otherwise they would effect a cure. The cure 
seems obvious to me; it is to make it illegal for a 
car to be manufactured which will qo more than 
30 miles an hour. Oh, you say, this is simply 
ridiculous. I can hear you. Why is it ridiculous! 
Admittedly, such a prescription would cause far 
reaching changes in our way of life. So what? 
Do you really want to save lives? If you do you 
must be prepared to pay a heavy price. It comes 
to this—how heavy a price are you willing to pay? 
If you really mean you think the lives of traffic 
victims are valuable, and the present toll appall- 
ing, no price is too great. I do not believe that 
any type of legislation, traffic control, road con- 
struction or policing will rid our society of the 
psychopath, the neurotic, the impatient, the care- 
less, the foolhardy and the drunk—all of whom 
have access to the wheels of cars and account for 
our present accident rate. So long as people can 
drive fast, many of them will. Very few would 
be killed by driving 30 miles per hour or less. 

Does society really care about those killed or 
maimed? I am sure it does not care enough to be 
generally in favor of the simple but devastating 
remedy I have suggested. 

G. L. Adamson. 
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Presidential Address 


Ladies and Gentlemen: 

It is now my duty to report to you on the 
past two years wherein I have had the privilege 
to serve you as Acting President and then as 
President. : 

During this time many important changes have 
taken place, not only in the pattern of our practice, 
but within the entire framework of our profession. 
Foremost is the recent Federal offer to the 
provinces to help in providing standard ward care 
for all the people of the province—irrespective of 
a person’s ability to pay. The effect of this on 
our profession has been outlined in Dr. Trueman’s 
report, and I would urge that all of us, individually 
and collectively make our stand, as outlined by 
the C.M.A., June 1956, perfectly clear to all. 
Moreover, I believe that we, the profession, should 
always stand ready to cooperate with and help 
those agencies, Governmental or others, in pro- 
moting those principles which we expound and 
which, in our opinion, not only provide better 
medical care, but at the same time maintain the 
dignity and integrity of our profession. 

In our own Division, the Manitoba Medical 
Service is assuming an ever increasing importance 
to the Public and our profession. More and more 
families seek coverage under our plan, and thus 
M.M.S.. plays a more important role in the 
economic life of the doctor. Therefore, anything 
which affects M.M.S. must have an effect on its 
participants, i.e., both.on the doctors who supply 
the services and the patient who receives those 
services. What a fertile field we have here for 
improving the relations bctween the profession 
and the public! Yet, in this past year we have 
been subjected to an unusual amount of adverse 
criticism. Why? We have not increased the prem- 
ium cost to the subscriber appreciably even though 
the cost of all other services has risen greatly; 
we have even widened the range and- number 
of benefits and reduced the number:of exclusions. 
We give true comprehensive medical care without 
extra billing—except in a few exceptional circum- 
stances. Medically we’re doing a grand job; but 
insofar as Public Relations are concerned — NO. 
We are certainly hiding our light under a bushel, 
in that we have failed to inform the public.of the 
full benefits it receives from us, the members of 
the profession through. our M.M.S. We know 
this, and a special committee of the M.M.S. is now 
studying this problem; but it still remains the 
duty of every doctor to do all in his power to 
Maintain and improve on the relations between 
doctor and patient. 


Delivered at the Annual Meeting of the Manitoba Medical 
Association, October 17th, 1956, by Dr. Ruvin Lyons, Retir- 
ing President. 


Now, what of the relationship existing between 
the doctors themselves and the doctors and the 
M.M.S. Obviously in a scheme such as ours many 
weaknesses exist. But we must be the first to 
recognize them not just as a weakness, but as 
strength. Only a whole-hearted co-operative effort 
on the part of all the doctors will solve these 
problems. No better example of this exists than 
the compromise reached last year between the 
various groups in the profession, which finally led 
to the creation of the special commission to study 
our most pressing problems. The report of the 
Commission is now being studied and I would 
hope that in our deliberations we will make 


‘haste slowly, and give ourselves ample time to 


consider the recommendations carefully and with- 
out prejudice. 

I should like now to discuss very briefly other 
matters which I believe to be of great importance 
to our organization. It is quite obvious that with 
the greater awareness of the public on all matters 
pertaining to health and welfare that we, the 
profession must always be on the alert to ‘all 
shades of public opinion. I have previously 
mentioned the fact that we are often? Subjected 
to much adverse criticism. Thére are two ways 
to answer such criticism. One—by making cer- 
tain that each and every physician is kept fully 
informed of all the pertinent facts relating to 
medical practice; he must-have knowledge of the 
various problems which face the executive and 
the manner in which they are settled. Obviously, 
this applies to M.M.S. as well as to M.M.A. matters. 
The doctor should not learn of proposed changes 
in policy from the newspapers. Only through an 
adequate knowledge of the important problems 
can he hope to answer any criticisms which he 
hears from his patients. The answer to this should 
be in our Manitoba Medical Review. We have 
here a monthly Journal of our own, and in it 
should be published all information, pertaining to 
the activities of the Executive Committee and its 
special committees. I would strongly urge the new 
Executive to look into this problem of keeping our 
profession fully informed at all times. Further- 
more, the principles and policies which govern our 
conduct and our practice should be reviewed and 
re-affirmed, so that there shall be no doubt in any- 
one’s mind just where the profession stands. The 
second method of dealing with public complaints 
is through the creation of a special committee 
of the Executive. This body is elected by the 
entire profession from all parts of the province 
and thus it represents all the different sections of 
the province. Therefore the Executive is the only 
body which has the authority to speak for the 
profession. And here I would make a special 
plea that we as individuals should be most careful 
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on any public references to medical policy and 
criticism thereof. I do not mean for a moment to 
stifle individual expressions of opinion, but at times 
even the most well meaning and apparently innoc- 
uous remarks can be interpreted so very wrongly. 
Because so many pressing matters often require im- 
mediate action, it is important that our executive 
or its officers can be called to meet without too 
much difficulty. This again points out the fact 
that we should exercise a great deal of thought 
in the nomination and election of those who are 
to speak and act for us. We should make it a 
practice that our representatives do not continue 
to occupy the same position year after year. It 
seems to me that the proper procedure would be 
to elect a representative for a period of three or 
five years, since it takes about that length of time 
for a man to learn and develop in his job. An 
alternate is chosen, who may or may not attend 
meetings during the first two years but, during 
the third year the alternate should sit in on several 
meetings with the elected representative, and then 
he takes over for his period of three years. Thus, 
he comes. to his post with some knowledge of the 
work involved. This principle should apply to 
all positions, whether they be district representa- 
tives or city representatives. As a matter of fact 
this principle of three or five year representation 
was suggested in ’55 by C.M.A. at its annual meet- 
ing and recommended by them to the Divisions 
for consideration. It is only in this way that we 
can be assured of a relatively fresh point of view 
and of new blood in our executive, and thus en- 
courage the younger men to accept office in the 
Association. 

I have pointed out the need for fuller repre- 
sentation from all groups within the profession 
so that there will be expressions of opinion from 
all on any controversial matters. This principle 
has been stressed in our Commission report. But 
I should like to point out that this was already 
done about one year ago by the creation of a 
Special Committee on M.M.S. membership and 
procedures, etc. It consisted of 20 members plus 
the officers of the M.M.A. and M.M.S. Although 
we had many useful discussion, it was found that 
so large a committee was unwieldy, and even 
when a smaller sub-committee was appointed, 
little was achieved. To me this points out not 
only the dangers of a large committee, but also 
to a popular fallacy regarding such committees. 
Namely, that because it is so completely repre- 
sentative it must be useful or successful. I am sure 
you will all agree that a Committee must work 
as a unit and not as a number of individuals each 
with his own fixed notions. Such a committee 
sifts and examines all the ideas, all the information 
brought to it not only by its own members but so 
often by representatives of the various groups in 
our profession. With the information at hand the 
committee tries to strike a proper balance and 


to reach a compromise between all the views 
presented. Thus the members of a committee, 
irrespective of their numbers or of their repre- 
sentation, think and act for the profession as a 
whole. In the final analysis, the work of any 
committee is to do the best it can for the whole 
profession and not for any one group. 


In the past eighteen months your Executive 
has been extremely fortunate to have had excel- 
lent liaison between the Minister of Health, the 
Hon. R. W. Bend and his Deputy, Dr. Morley 
Elliott. The Minister was good enough to meet 
with the officers and other members of the Execu- 
tive on several occasions to discuss matters of 
mutual interest. We have found this liaison to be 
of great value, and urge that all efforts be made 
to maintain this in the future. Obviously good 
relations between the Government and the Pro- 
fession can be of tremendous value to both. It is 
time too, that a Special Committee be set up to 
revamp our Constitution. 

Before concluding I wish to thank publicly 
Dr. Max Macfarland for the moral (and at times 
physical) support he has given to me, especially 
during these past two years. Very few can ap- 
preciate the great amount of work he does on 
behalf of the Association — the evenings he has 
spent in the office, and in the Legislature when 
matters affecting the medical profession are dis- 
cussed. This is even more creditable when we 
realize that he is also the Registrar of the College 
of Physicians and Surgeons and where he gets 
the hours to learn and familiarize himself so 
thoroughly in the affairs of the two organizations, 
T’ll never know. I am recommending to the in- 
coming Executive that they seriously consider the 
employment of a layman whose most important 
duties will be to deal with the minutiae and day 
to day details of administration. It is possible that 
a good, well-trained secretary might do— but I 
am of the firm belief that Dr. M. T. Macfarland 
must be relieved of the work involving these 
minor details, and thus have more time to concen- 
trate on matters dealing with medical policy and 
public relations and perhaps even with certain 
aspects of the Manitoba Medical Review. 

I wish to thank too, all the members of the 
Executive for their support (and their patience)— 
the excellent manner in which they carried out 
their duties is attested to by the progress we have 
made in the Cancer Institute, the Rehabilitation 
Commission, the M.M.S., and many others. I have 
a special vote of thanks to Dr. K. R. Trueman 
who carried out the very onerous duties of Chair- 
man of Economics so very, very well, in spite of 
the many difficult problems which beset him, and 
both of us are grateful to Roy Richardson for his 
counsel. I want to mention too Dr. P. H. T. 
Thorlakson and Dr. W. F. Tisdale, the past Chair- 
man and Chairman of the M.M.S. Even though 
differences of opinion existed, we managed to iron 
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them out, and it was here that we appreciated the 
importance of liaison between the M.M.A. officers 
and M.M.S. Executive. 


In conclusion, I wish to thank the Electorate 
once again for having given me the privilege to 
serve as your President. It is an honor I shall 
always cherish. Thank you. 


Annual Meeting Luncheon Address* 
Dr. 1. Renaud Lemieux 
President, Canadian Medical Association 

Eighty-nine years ago—in 1867 — Canadian 
thinking was dominated by the concept of union. 
The political and economic leaders in British North 
America recognized that only through cooperation 
and concord could a nation’s future be assured. 
So it was that Ontario, Quebec, New Brunswick 
and Nova Scotia joined in federal union, out of 
In such an 
atmosphere it is not surprising that the leaders of 
medical thinking were also conscious of the value 
of unification, that they should gather in Quebec 
in Confederation year to lay the foundations of the 
Canadian Medical Association. This development 
seems the more natural when we recall that one 
of these molders of organized medicine was Dr. 
Charles Tupper who had already played such a 
significant role in securing Confederation. Through 
that union of provinces, Tupper witnessed in- 
creased cooperation and understanding between 
Canadians of French and English origins, of dif- 
ferent cultures and customs. Might it not have 
been a similar desire for organized medicine that 
dictated these eloquent words addressed by Dr. 
Tupper to the first meeting of the Canadian 
Medical Association: 

“At a time when political union of the pro- 
vinces has been accomplished, it was thought 
advisable to unite more closely the members 
of the profession in the provinces, so that they 
might become better acquainted with each 
other, and might consult respecting the best 
means of elevating the profession and advanc- 
ing its interests, and thereby advancing the 
interests of the people of this great Dominion. 
I regard it as important because I hold it to be 
a meeting of members of a profession the most 
noble, the most unselfish, the most influential 
of any secular profession.” 


Dr. Tupper went on to explain why he believed 
the medical profession to be the most noble and 
most unselfish, and completing the thought, he 
said he considered it the most influential . . . 

“because, knowing as it does, no distinction of 

creed, no distinction of nationality, no distinc- 

tion of class, no distinction of party — the 
members of our profession form the connecting 
link between all creeds, all nationalities, all 


*Presented at the Annual Meeting of the Manitoba 
Medical 1 Association, Winnipeg, October 16, 1956. 


classes, and all parties. They have an oppor- 

tunity of exercising a moral influence, which, I 

believe, is fully admitted to be certainly second 

to that of no other profession.” 

Being a doctor, Tupper must have realized 
better than any other what help the medical 
profession could bring forth, a firm and un- 
questionable element of still greater understanding 
between two groups of men, sons of two nations 
who had given birth to Canada; better than any- 
one, he must have understood these men were not 
so different and so distant, even if they had been 
separated so long by wars, most of them dynastic, 
declared and perpetuated less for the common 
good of the people than for the personal benefit 
of the rulers; these men were of the same mixture 
of Latin, Saxon and Scandinavian blood; for cen- 
turies. they had had the same official language; 
they had practiced the same fundamental religion; 
their minds moulded by the same philosophers, 
the same scientists; their Fine Arts created and 
inspired by the same artists. They had one dream 
in common: the growth of Canada and the pros- 
perity of the nation. 

When the provinces of Canada united in Con- 
federation, when those 164 fathers of organized 
medicine came together for union within the 
Canadian Medical Association, there were forces 
active which would accentuate division instead of 
strengthening union. Confederation was attacked 
on racial, religious and political grounds. Pro- 
fessional unification was endangered by intra- 
professional attacks. Both confederations, as we 
know, weathered the storm and grew strong, fair 
and influential. Today, perhaps more than at any 
time in Canadian history, Canadian unity nears 
that ideal to which the Fathers of Confederation 
aspired. And certainly we have come far in our 
search for absolute unity within the medical 
profession in Canada. But the forces of discord 
are still with us. At one time when, for the 
common professional good, we should be strongly 
united under the banner of one national organiz- 
ation, extra-professional issues are raised to shore 
up the walls of the schism which still divides 
segments of the profession. These issues stress 
our differences, not as doctors but as individuals. 
Certainly you and I may differ in political and 
religious matters, in our cultures and customs, in 
our mother tongues and in many other ways. Do 
we, however, differ so greatly as doctors? Do we 
not follow a similar course of training? Do we 
not all pay homage to the Father of Medicine, 
Hippocrates, and seek always to uphold the high 
ideals expounded in his Oath? Do we not speak 
the universal language of medicine? Surely, 
though diversified in our extra-professional think- 
ing and activities, we should.be united in those 
matters important to us as doctors. Should we 
not, then, as members of that “profession the most 
noble, the most unselfish, the most influential,” 
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be guided by Tupper’s admonition to rise above 
distinctions of creed, nationality, class and party? 


There are probably many of us at this moment 
ready to ask: “Why tell us all of this? We are 
united within the Canadian Medical Association.” 
Yes, we who are gathered here are united. I tell 
you all this because there are some 6,000 doctors 
in Canada who do not belong to the C.M.A. If we 
would woo these non-members to our side in 
union, we must be convinced that such union will 
benefit the Association. Then we must be pre- 
pared to cooperate with these doctors and to 
understand them, expending every effort to attract 
them into federation. It is said that marriage is 
a 75-25 proposition — that one must strive to give 
75 per cent and accept 25 per cent. If both parties 
were to seek this ideal, surely there would be 
little connubial discord. Should we not, then, 
adopt this philosophy in our dealings with those 
with whom we would sit as brothers in organized 
medicine? 

Before suggesting a starting point, may I ask 
some frank questions? Have we made an effort to 
know those who are not members of the Associa- 
tion? Have we made an effort to understand why 
they do not choose to join? Have we attempted 
a selling job? Do we ridicule them for their 
extra-professional differences, rather than admire 
them for professional similarities? 

At our recent annual meeting in Quebec City, 
we welcomed a large number of non-member 
Canadian doctors. It was our opportunity to show 
them that the Canadian Medical Association is a 
national body representing all Canadian doctors. 
Every attempt was made to make that meeting 
as bilingual as possible. I believe we helped erase 
a few deep-seated prejudices. I believe, too, that 
many of our members made an honest effort to 
get to know some of these non-member doctors, 
meeting them on common, professional grounds. 
Would that more had done so! 

There are in Canada today almost 17,000 
doctors and of these just over 11,000 by last count 
are members of the Canadian Medical Association. 
Most of the remaining 6,000 are by no means out 
of touch with C.M.A. activities. Many of them 
belong to specialist societies closely affiliated with 
our Association. Others belong to non-affiliated 
organizations working in close liaison with us. 
It is with no desire to see the C.M.A. usurp the 
prerogatives, destroy the autonomy, or dilute the 
interests of these organizations that I propose that 
all doctors join the Canadian Medical Association. 
Thére is a recognized place for each of these 
organizations and I would be the last one to say 
“Leave this or that society and join with us.” 
There is, however, much merit in joint membership 
in the C.M.A. and that organization of choice 
which best protects specialist and _ localized 
interests. Indeed, many medical organizations in 


Canada have recognized the worth of such dual 
membership and make membership in their ranks 
conditional on membership in the C.M.A. 


I know that each of you here is aware of the 
influence exercised by our Association in matters 
of importance to the Canadian profession. Think, 
then, of how much greater this influence might 
be with the weight of 17,000 doctors, speaking with 
one public voice. Think, too, of the ascendancy 
in Provincial issues which this additional mem- 
bership would give each Division. 

With three-quarters of Canada’s profession 
already accounted for in C.M.A. membership, our 
Association is no Lilliputian organization. Glance 
briefly at the accomplishments of the last year 
alone. The Canadian Medical Association Journal, 
today Canada’s most respected medical publica- 
tion, has gone from a monthly to a bi-weekly 


journal, providing us with more original articles, . 


more news and correspondence, more reviews— 
and more advertising which yields a satisfactory 
profit. The groundwork has been laid for a 
weekly Journal and, perhaps before long, we shall 
see a series of specialist journals appearing upon 
the Canadian medical scene. Of course you have 
all been aware of our good fortune in the matter 
of deductibility of the expenses of attending 
conventions. Today the expenses incurred by 
attending two conventions annually anywhere— 
and I repeat, anywhere — are allowable as deduc- 
tions for income tax purposes. Where once this 
was a ministerial concession and subsequently lost 
in rulings by the Income Tax Appeal Board and 
the Exchequer Court of Canada, it is now written 
into the Income Tax Act. The C.M.A. carried the 
ball in this series of plays, making representations 
first to the Minister of Finance and later to all 
members of parliament. In his budget speech the 
Minister said that expenses incurred in attending 
two conventions in Canada would be deductible. 
The C.M.A. continued the fight, seeking removal 
of the geographic limitations. We have every 
reason to believe that the C.M.A. was at least 
partially responsible for this point being won in 
the surprise amendment adopted quickly by the 
House on July 31st. There are also indications 
that the Association’s representations on the 
question of deduction for income tax purposes of 
moneys paid by the self-employed for pensions 
may bear fruit. 

During the past year we have seen a sharp 
upswing of interest in medical public relations and 
I think it is safe to say that we have made gains 
in the shaping of a more favorable public opinion. 
Under the guidance of wise leadership our Assoc- 
iation has exhibited a progressive and _ sensible 
attitude on developments in hospital and health 
insurance, keeping the profession’s collective view 
before the public and government. Surely at no 
other time in C.M.A. history has the Association 
been in a more favored position from which to 
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help shape the future pattern of medical care in 
Canada. 

We have also seen our Association advancing 
activities in public health and today the C.M.A. 
is prepared to cooperate with Provincial Depart- 
ments of Health in the establishment of poison 
control centers for education and treatment. In 
the field of civil disaster, the Association is under- 
taking a survey of medical participation in civil 
disaster programs across Canada and will stimulate 
greatly increased organization for medical and 
hospital participation in these programs. 

Present plans formulated by the Association 
call for the establishment of a Traffic Accidents 
Research Foundation, supported by funds from 
industry and designed to study the medical aspects 
of traffic accidents. These plans have won acclaim 
from the general public across the country. 

At the present moment the Association’s activ- 
ities in the accreditation of hospitals is two-fold. 
It is represented on the Joint Commission on 
Accreditation of Hospitals, a Canadian -U.S. pro- 
gram, and on the Canadian Commission on 
Hospital Accreditation. The combined activities 
of these two organizations have given the stamp 
of approval to 302 Canadian hospitals. I think we 
are all aware of the importance of this program 
in elevating hospital standards and I know you 
will welcome with me the plans for an all- 
Canadian program of survey and accreditation. 

There are two other planned activities which 
reflect the thinking of sound medical leadership 
during the past Association year. At the moment 
preliminary planning is underway for the estab- 
lishment of a Department of Economic Research 
at C.M.A. House to gather, analyse, assess and 
distribute to the profession information on medical 
economics. And within the next six or eight 
months the Association will sponsor with the 
College of General Practice a Conference on Post- 
graduate Medical Education to review this entire 
field. 


These of course are only the highlights of our 
Association year. Continuing quietly, often un- 
recognized, have been the daily services of our 
capable Secretariat and Editorial staffs, constantly 
guarding our interests and implementing the de- 
cisions of our representatives. 

Yes, this and much more has been possible with 
the support and guidance of our 11,000 members 
—with your support and guidance. But how much 
more we might achieve with increased member- 
ship, the increased support, guidance and impetus 
given by the addition of 6,000 more names to our 
membership rolls. What new services might be 
provided to the benefit of all. And who knows 
what potential leadership rests among the large 
group of non-members? But more important, and 
I firmly believe it can well] stand reiteration, only 
a truly national association, representing all seg- 
ments of our medical population, can adequately 
guard the interests of profession and public alike. 

What can we do to win these non-members into 
the C.M.A.? First let us find out why they do not 
choose to join. Perhaps they see no gain, or no 
opportunity to contribute. Perhaps there is inertia 
which must be overcome. Perhaps there is suspi- 
cion; or it may be simply lack of knowledge about 
the Association. Whatever it is, let us seek it 
out — and correct it. Let us publicize among all 
doctors the services of the C.M.A. Let us give 
them an opportunity to contribute to the work and 
the policies of the Association. Let us, through 
our personal contact with them, erase suspicion. 

I believe the time is ripe for this important 
project. Many of Canada’s non-member doctors 
are beginning to suspect that there is profit in 
C.M.A. membership. Let us convince them that 
this suspicion is warranted. 

And let us prove to them, as we here know, that: 

“Men shall find that they can prepare with 

mutual aid far more easily what they need, 

and avoid far more easily the perils which 

beset them on all sides, by united forces.” 
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you can count on cooperation when you use... 


pleasant-tasting Chloromycetin for pediatric use 


When you prescribe SUSPENSION CHLOROMYCETIN PALMITATE for sick youngsters, 
no tears or tantrums at medicine time threaten your dosage schedule. Children readily 
accept this tempting, custard-flavored preparation of CHLOROMYCETIN (chlorampheni- 
col, Parke-Davis). Succeeding doses are taken as readily as the first, because SUSPENSION 
CHLOROMYCETIN PALMITATE is easy to swallow and leaves no unpleasant aftertaste. 


To simplify therapy still further, SUSPENSION CHLOROMYCETIN PALMITATE does 
not require refrigeration and may be kept conveniently in the sickroom. Its liquid form 
enables flexibility of dosage. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been asso- 
ciated with its administration, it should not be used indiscriminately or for minor infections. Furthermore, 
as with certain other drugs, adequate blood studies should be made when the patient requires prolonged 
or intermittent therapy. 


Supplied: susPENSION CHLOROMYCETIN PALMITATE, containing the equivalent of 125 mg. of 
CHLOROMYCETIN per 4 cc., is available in 60-cc. vials, 


PARKE, DAVIS & CO., LTD., TORONTO 14, ONTARIO 
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Manitoba Medical Association 
(C.M.A. Manitoba Division) 


Officers elected at the Annual Meeting 
for 1956 - 1957 


President: 

Dr. J. E. Hudson, Hamiota 
First Vice-President: 

Dr. C. B. Schoemperlen, Winnipeg 
Second Vice-President: 

Dr. Edward Johnson, Selkirk 
Honorary Secretary: 

Dr. J. C. Rennie, Portage la Prairie 
Honorary Treasurer: 

Dr. W. J. Boyd, Winnipeg 
Member at Large, Rural (3 years): 

Dr. H. C. Stevenson, Minnedosa 
Member at Large, Winnipeg (3 years): 

Dr. G. J. Hamilton, Winnipeg 

© 
Letter to the Executive Secretary 
From the Manitoba Medical Service 
October 30, 1956. 
Dear Doctor Macfarland, 

After consideration of insurance company sub- 
missions today for doctors’ group life insurance, 
the M.M.S. Committee on Insurance asked me 
to convey the following resolution to Manitoba 
Medical Association: “That M.M.A. be asked to 
circularize its membership, advising that a new 
group would be established for doctors’ group life 
coverage, and that applications would be invited 
from all members of M.M.A. on the M.M.S. list 
as soon as negotiations are completed.” 

Yours sincerely, 
Dr. J. C. MacMaster, 
Executive Director. 


© 
Brandon and District Medical Society 


The meeting of the Brandon and District 
Medical Society was held on Wednesday, Septem- 
ber 12, 1956 as scheduled. 

Quite a number took part in the golf and those 
who did certainly enjoyed it. The McDiarmid 
trophy was won by Dr. Lambertson. 


Association Page 


— 
Reported by M. T. Macfarland, M.D. 


Following the golf, a chicken dinner was served 
at the golf club. Dr. Potoski introduced the guest 
speaker, Dr. Athol Gordon, whose speech was 
enjoyed by all. 

It had been intended to hold a short business 
meeting after a fifteen minute intermission; how- 
ever, at the end of fifteen minutes there were not 
enough members present to held a meeting and 
the appointment of a representative to the M.M.A. 
was left until the next meeting some time in 
November. 


General Practitioners’ Association 
Results of the Election for 1956 - 1957 
President: 
Dr. D. J. Hastings, Winnipeg 
First Vice-President: 
Dr. A. J. Winestock, Winnipeg. 
Second Vice-President: 
Dr. R. O. Flett, Winnipeg 
Recording Secretary: 
Dr. S. Malkin, Winnipeg 
Corresponding Secretary: 
Dr. M. J. Ranosky, Winnipeg 


Treasurer: 
Dr. F. S. MacDonald, Winnipeg 
Executive Members (Four Elected): 
' Dr. H. E. Bowles, Winnipeg 
Dr. W. J. Hart, Winnipeg 
Dr. K. I. Johnson, Pine Falls 
Dr. G. T. McNeill, Carberry 


© 


College of General Practice of Canada 
Manitoba Chapter 
1956 - 1957 General Meetings 
Place: Medical Arts Club Room 
Time: 8.15 p.m. 
Dates: Dec. 3rd; Jan. 7th; 
Feb. 4th; Apr. Ist; 
May 6th; June 3rd; 
Sept. 9th. 
All Members are requested to attend. 
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safe, pleasant tasting 


COUGH SYRUPS 
that give 
RAPID RELIEF 
without 
GASTRIC 


UPSET 


Dulsana Compound dilates bronchi, dulls the cough 
reflex and renders bronchial secretion, as it occurs, 
less tenacious without nausea or gastric irritation. 
In correct dosage, it is safe medication for patients 
of any age. 


“DULSANA’ COMPOUND 


Indicated at the onset of an acute respiratory infection. 

Syrup No. 632 Sroul 

Each 5 cc. teaspoonful contains: 

Carbinoxamine maleate . (1/30 or} 

Ephedrine hydrochloride . (1/15 gr. 
(1/6 gr.) 
(1% gr.) 


25mg. (3/8 gr.) 
0.25 mg. (1/250 gr.) 
Flavoured syrup base 
Bottles of 3 fluid ounces. 


“DULSANA’ 


Syrup No. 631 

The formula of ‘‘Dulsana’’ Compound WITHOUT CODEINE 
— especially useful during the exudative stage of an acute 
respiratory infection. Bottles of 4 and 8 fluid ounces. 


DOSAGE — ADULTS: One or two teaspoonfuls (5-10 cc.) three or four 

times daily, as required. CHILDREN: 6-12 years, one-half to one tea- 

— (2.5-5 cc.) three or four times daily as required. YOUNGER 
ILDREN: dose should be adjusted according to age. 


Chantes &. Frost &Co. 
MONTREAL 


CANADA 9-6 
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Social News 


Reported by K. Borthwick-Leslie, M.D. 


’Tis time for another “Season’s Greetings.”— 
Sorry, but I find it difficult to shout “Merry Xmas” 
at this time when “Peace on earth and Goodwill 
to all men” seems an empty hallucination. 

New Year’s .. . Let us hope that 1957 may pro- 
duce the practical achievement of being a happy, 
happy new year, or at least happier for some of 
those poor, starving, freezing, staunch souls across 
the Pond. Let conscience be your guide as to how 
merry the festive season is. Let’s just be happy 
and thankful. 


Congratulations to: 

Dr. W. B. Ewart ’52 who has been awarded the 
Neil John Maclean Memorial Award on the basis 
of his paper on chronic poliomyelitis. Dr. Ewart 
is assistant resident in medicine at the General. 
In practice in Ponteix, Sask. until 1955, and then 
in the physiology department as a fellow of the 
National Research Council. 


Research awards by the Banting Research 
Foundation have also been announced to Dr. 
Thomas Goodhand and W. E. Abbott, while Dr. 
John T. McDougall was recognized for his work 
in the surgical research laboratory. 


Our old friend Dr. F. W. Jackson, director of 
federal health services since 1954 has retired and 
will be succeeded by Dr. K. C. Charron. Dr. 
Jackson, born in Stonewall, was Manitoba’s deputy 
health minister from 1931-48, when he moved to 
Ottawa to the Federal Preventive Medicine Dept. 


The “Campbells Have Come” —Dr. and Mrs. 
R. D. Campbell of Grand Forks, N.D. celebrated 
their 60th wedding anniversary at the Fort Garrv 
Hotel, with the family here, being Dr. A. M. 
Campbell and twenty odd other members of the 
clan. The bride and groom also celebrated their 
golden wedding anniversary in Winnipeg. Sincere 
congratulations to them. 


Speaking of the Campbells, Dr. and Mrs. Lorne 
announce the birth of Ian Laird, November 9th, 
in Ottawa. 


Dr. and Mrs. Ronald Ramcharen visited in New 
York en route to their home in San Fernando, 
Trinidad. Dr. Ramcheran is the first Trinidad stu- 
dent to graduate from Manitoba Medical College. 

Mrs. Ramcheran is a recent graduate of United 
College. Happy future to them. 


The marriage of Dr. Betty Banker, Boston, 
Mass., to Dr. Maurice Victor, son of Mrs. B. A. 
Victor and the late Dr. Victor, took place in Free- 
port, Long Island, New York, November 3, 1956. 


In Montreal, October 21st, Michele Gelfand 
became the bride of Dr. Charles H. Hollenberg, 
son of Dr. and Mrs. Abraham Hollenberg. 

The bride graduated in Arts from McGill and 
is continuing her studies in Library Science. Dr. 
Charles is a Manitoba graduate in Science and 
Medicine, and is now doing Internal Medicine at 
the Montreal General. 


Dr. and Mrs. R. J. Hitesman are justly proud 
of that good looking son Don, Captain of the 
Shattuck School, Fairbault, Minn. football squad. 
Don has been awarded the ‘George Capron trophy, 
selected by his team mates, as its most valuable 
member, and also elected membership on the 1956 
Minnesota Independent Schoo! League All-Confer- 
ence football team. 

Dr. H. V. Johnson, Pine Falls, and companions, 
are a mighty fortunate group to be rescued from 
that too interesting “boat ride” via the Norseman 
aircraft wing. Swimming in those waters would 
be stimulating to say the least. 


Gleaned from the Varsity Medical Journal as 
“Here and There with the Grads.” : 
HERE: 

Ken and Bob Thorlakson ’49 have returned 
from England and will enter the practice of 
Surgery. 

C. W. Burns ’51 has also returned recently and 
will enter surgical practice with his father. 

Nate Werner ’53 has returned from three years 
. er at Bellevue Hospital, New York. 


Dick Knox ’53 has begun studies in Psychiatry 
at Ford Hospital in Detroit. 

Dan Snidal ’52 is continuing P. G. work in 
Medicine at Baltimore city hospital. 

Hal Fletcher and Fred Waugh, both of ’53, are 
off for P. G. study in Medicine in England. 

Stefan Carter ’54, who received his M.Sc. (Med.) 
this fall for work with Dr. Mark Nickerson. is 
doing vascular research at New York city hospital. 


Jack Mendelson, M.D., formerly with Bellevue 
Hospital, New York, announces the opening of his 
new office, 203 Boyd Building. Practice limited 
to ophthalmology and ophthalmic surgery. 

a 


Dr. Andre Molgat, F.R.C.S.(C), M.Sc. (Chir.), 
announces the opening of an office at 206 Medical 
Arts. Practice confined to surgery. 

Greetings of the season to the new babies: 

Dr. and Mrs. Douglas Walmsley, Bronte, Ont., 
are happy to announce the arrival of Robert 
Edward, Oct. 23rd in Oakville, Ont. 


Dr. and Mrs. Jas. O’Toole announce the birth 
of Maureen Mary on Nov. 9, 1956, baby sister for 
Cathy, Dennis, Patrick and Peggy. In poker par- 
lance, that must be a “full house.” 

That station wagon will soon be turned in on 


a box car and trailer, Jimmie. 


Happy 1957 Everyone 
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LIVER EXTRACT - VITAMIN B COMPLEX 
IRON STRY CHNINE 
AN EFFECTIVE TONIC in the Anemias, Convalescence, General 
Debility, Anorexia and Loss of Weight. 
Each fluid ounce contains: 
LIVER EXTRACT 
equivalent to 0.33 gm. fresh calf’s liver 
FERTINIC 
(Ferrous Phosphogluconate Desbergers) 13.3 mg. 
Thiamine Mononitrate 0.27 mg. 
Riboflavin (Vitamin B,) 0.7 mg. 
Niacinamide 0.50 mg. 
Strychnine Glycerophosphate ..... 0.03 mg. 
Alcohol, 19% (Volume) 
Maltose, dextrine and dextrose. 
| 
HEPAFER is pleasant to the taste 
DOSAGE: 
1 to 2 teaspoonfuls, with water, a half hour 
before meals. 
PACKAGING: 
Bottles of 12 oz. 
MONTREAL CANADA 
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Hospital Association of Manitoba 


Inclusive Rates in Hospitals 
Paul L’Heureux. M.D. 
Medical Director, St. Boniface Hospital 

At their Annual Meeting on October 31st, 1956, 
the Associated Hospitals of Manitoba considered 
the subject of inclusive rates and by a near- 
unanimous vote passed the following resolution: 

“WHEREAS after detailed and considered 
study by the Board of Directors of the Associated 
Hospitals of Manitoba, it is deemed desirable and 
practical to establish an inclusive rate system for 
hospital charges in Manitoba; 

“AND WHEREAS among many other advant- 
ages, it is evident that this system would decrease 
the administrative load in hospitals with resulting 
financial savings to the people of Manitoba; 

“AND WHEREAS this system would contribute 
to better public relations by having daily hospital 
charges set out clearly and in simple form; 

“NOW. THEREFORE, BE IT RESOLVED that 
the Associated Hospitals of Manitoba recommends 
to its member hospitals that effective April lst, 
1957, a system of inclusive rates be established.” 

In making their study the Association from 
time to time obtained the advice of some members 
of the medical profession. This article is intended 
to provide information on the subject with the 
view that hospitals and the medical profession 
may have the understanding and co-operation 
essential to the success of any program in caring 
for the patient. 

Definition and Principles 

An inclusive rate may be defined as a complete 
charge for a complete hospital service, in a par- 
ticular type of accommodation, for a given length 
of stay. The only variables are length of stay and 
type of accommodation. An inclusive rate appor- 
tions all charges for essential and strictly hospital 
services and procedures, incidental to the care of 
in-patients, on a consistent, uniform basis irrespec- 
tive of actual utilization. 

The concept of inclusive rates is based on the 
philosophy that hospital service is the one and 
only product that hospitals have to offer and each 
patient should have available to him every service 
the hospital has to offer to the full extent to 
which he can benefit by it. 

The inclusive rate recognizes the hospital as a 
functional entity of completely integrated services 
that are continuously available in accordance with 
public and professional demand. The day-rate plus 
extras system recognizes the individuality of the 
various therapeutic and diagnostic departments. 
The inclusive rate system attempts to correlate 
the charges for the particular services the patient 
actually receives with the “readiness-to-serve” 
expenses incident to standing by with other equal- 


ly important services to meet unforeseen situations 
or contingencies. 

Principles and theories underlying inclusive 
rates are borne out by the fact that on a service 
basis, most procedures are similar from patient to 
patient and that variations are slight and inconse- 
quential in comparison with the total volume of 
procedures. In hospitals today from 60 to 65% of 
all hospital service is already under an inclusive 
type of charge. The day rate currently represents 
an average charge for room, food, nursing care, 
resident medical staff services, orderly service, 
certain drugs and dressings, laundry, housekeep- 
ing, etc. This is an averaged-out charge and 
different patients require varying amounts of 
these services. It would then seem equally fair 
to average out so-called special services. 

Procedures, which have been termed “special,” 
are now routinely provided for all patients who 
need them. So-called special services are so 
extensively used now that few hospital patients 
are ever cared for without receiving a considerable 
number of such services. , 


Development of Inclusive Rates 

In many areas the heavy burden of charges on 
some patients has led to the development of a 
plan which takes into consideration the principle 
of leveling off peak charges and re-distributing 
them, and also to introduce the cost accounting 
principle so prevalent in business—that of includ- 
ing the stand-by or ready-to-serve charge as well as 
the actual cost of labor and supplies. An inclusive 
rate system in its fundamental form is merely a 
plan based on the well established principle of 
leveling off abnormally high peaks from the few 
patients’ accounts, by averaging those peaks among 
all other accounts. Our whole economic system 
is based on what may be called the “share the 
hazard” principle, and commonly includes: 

(1) the sharing of risks by the corporate form 

of business. 

(2) the sharing of life and property hazards 

through insurance. 

(3) the taxation system for government 

service. 

(4) the group hospitalization plans. 

(5) the public utility rates. 

All of these work in such a manner that 
unusual hazards will not fall too heavily on an 
individual or a small group, accomplishing this by 
spreading the risk over the large group. 

Method of Operation 

After a review of varying types of plans it was 
felt that the most practical and desirable method 
should follow the straight line method consisting 
of a daily rate based on total costs, with one minor 
variation. The plan developed by hospitals con- 
sists of a basic daily rate covering all essential 
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services except those noted later in this article, for 
the first thirty days of the patient’s stay. For 
longer stay patients, the basic daily rate after 
thirty days will reflect the somewhat lower aver- 
age cost of care with a reduction after that time. 

In each hospital, the rate will be based on 
individual circumstances with the responsibility 
for the establishment of a given rate resting on 
the Board of that hospital. Consequently, each 
hospital will have its own individual rate, accord- 
ing to the decision of the hospital, with no groups 
or classes among hospitals established. 

Inclusions and Exclusions 

At the present time, detailed consideration is 
being given to the services that should be included 
in the inclusive rate established by a hospital, al- 
though the general principles involved have been 
agreed upon. The following services will gener- 
ally be provided in the basic daily rate: bed and 
meals, floor duty nursing, routine drugs, dressings, 
operating and delivery room service, clinical lab- 
oratory services, gas therapy, drug serum therapy, 
occupational therapy, physiotherapy, radiology, 
intravenous, oxygen and any other service not 
specifically excluded. 

Detailed lists of exclusions are being drawn 
up but will concern the following: special or 
expensive drugs, private duty nursing, appliances, 
personal laundry, private telephone service, pros- 
thetic appliances and guest meals. 

Effect of Inclusive Rates 
On the Public 

One of the most important considerations in- 
volved in establishing a method of charging for 
hospital care is the effect on the patient-hospital 
relationship. Under the current system of charg- 
ing — day rate plus special services— it is difficult 
for the physician or the hospital to estimate within 
a reasonable degree of error what a given patient’s 
total bill may be for a given length of stay. This 
uncertainty is aggravated further by the abnormal 
physical and emotional state of the patient and his 
family. It is believed that under an inclusive 
rate system the psychological barrier of indefinite 
charges is largely removed and the patient’s 
goodwill to the hospital and physician thereby 
strengthened. 

Hospital charges in total—in relation to value 
received — definitely are not excessive, but when 
represented in parts, seem so to the public who 
generally are not completely familiar with the 
cost of hospital operations. Advocates of inclusive 
rates are of the opinion that if the public is charged 
a flat sum for an all-inclusive service the public 
will begin to realize that present charges are 
justified. An education of the public to the 
reasonableness of hospital charges will be greatly 
facilitated. 


On the Physician 

Any program for the care of the patient must 
have the full co-operation of the profession if it 
is to be successful. The relationship between the 
physician and his patient is of vital importance 
and the inclusive rate system would seem to offer 
the following advantages: 

(1) Inclusive rates make possible an early 
and complete understanding between the patient, 
physician and the hospital on the matter of charges 
for care. 

(2) When the above is possible physicians 
should find it easier to arrange for the admission 
to hospitals since the cost can be largely pre- 
determined. 

(3) The inclusive rate method of levying 
hospital charges should result in improved patient- 
doctor relationship. 

(4) Inclusive rates remove certain friction be- 
tween physician and patient over a long list of 
minor charges which frequently are difficult to 
interpret. 

(5) Inclusive rates encourage a thorough diag- 
nosis. 

(6) Patients are not denied necessary services 
because of their own or the physician’s desire to 
keep the bill down. 

(7) Inclusive rates make it possible for the 
physician to discuss the cost of hospitalization at 
the time it is recommended. 

On the Hospital 

One of the most important advantages to 
hospitals lies in the saving in administrative costs, 
and the consequential saving to the patient. An 
equally important feature is the greatly reduced 
risk of a catastrophic bill for a short stay. The 
hospital has only one thing to sell and that is 
complete hospital care, not a series of unrelated 
and professional services. 

The need for a close understanding between 
the medical profession and the hospital is stressed 
in this outline. This is most evident in the control 
of usage of special services. A well organized 
staff working in close harmony with the admin- 
istration and having sympathetic understanding of 
the institution’s economic objective, is of extreme 
importance to the success of an inclusive rate plan. 

This article is designed to provide information 
on the thinking of hospitals in the establishment 
of an economic program consistent with the best 
interests of the patient, the physician and the 
hospital. More detailed information is available. 
I would urge all members of the profession to 
acquaint themselves with these objectives in order 
that we may continue to work in harmony with 
our hospitals. 
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DOCTOR: Is the 
therapeutic 
formula 


multivitamin tablet 


you prescribe 


this small? 
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when you prescribe 


Optilets 


(Abbott's Therapeutic Formula Multivitamins) 


7 important vitamins 


including B,, and synthetic A 


pee 


Vitamin A (synthetic 

é Bs, 000 units 
Vitamin D (Viosterol) 
Thiamine Mononitrate . 


Riboflavin.... ....... 5 mg. 
Nicotinamide........ me. 


No fish oil taste, burp or allergies 


Abbott Laboratories Ltd., Montreal 


= | 
Lust 
the 
nee 4 
ffer 4 
rly 4 A 
ges & 
ans 
ion 
ing 
be- 
to 
to : 
this potenti ~.. 
a 
: B,, concentrate)... . . .6 mcg. 
to Ascorbic Acid........ .150 mg. 
ed 
is thts pleasing: 
2d 
al 
ad 
of 
n. 
st 
e 
e. 
0 


734 The Manitoba Medical Review [December, 1956 


LEUKORRHEA 


VAGINAL INFECTIONS 


THREE FORMULAS 


OVOQUINOL-PLAIN 


Diiodohydroxyquinoline U.S.P. 75 mg. 
Sediem Propionste 500 mg. 
Sulfediazine U.S.P. WO mg. 
Phenoxyethanol B.P.C. 0.04 cc. 
Destrose and Lactose q.s. 


OVOQUINOL-OESTRO 


Same formula as OVOQUINOL-PLAIN 
plus 0.01 mg. Ethinyl-oestradio! B.P. 
per cone. 


OVOQUINOL-JUNIOR 


Tiny-shaped, one-third the strength of OVOQUI- 
NOL-PLAIN plus Ethinyl-oestradiol, 0.0033 mg. 


DOSAGE 


One or two cones per day preferably at 
bed-time or as prescribed by the physician. 
SUPPLIES in bottles of 15 


NADEAU LABORATORY LTD. 
Montreal Canada 


Abstracis from the Literature 


Rauwolfia Serpentina in the Treatment of Angina 
Pectoris. Lewis, B. J., Lubin, R. I., January, 
L. E., Wild, J. B. Circulation XIV, 227 (August) 
1956. 

The authors conducted a double blind study on 
fifteen ambulatory patients with coronary disease 
and angina pectoris. These patients were given 
alternate courses of the alseroxylon fraction of 
Rauwolfia Serpentina (4 mgm. daily) and a 
placebo. Each course lasted 6 or more weeks and 
each patient was studied for an average of forty- 
two weeks. Routine clinical evaluation, as well 
as serial electrocardiograms, exercise tests and 
ballisto-cardiograms, were carried out during the 
study. 

Marked clinical improvement was noted in 
fourteen of the patients on the alseroxylon 
fraction. In addition, seven showed significant 
improvement in one or more of the above labor- 
atory tests. Five of these seven had their tests 
become abnormal again when the placebo was 
substituted. 

One hypertensive patient noted an increase in 
his coronary insufficiency, presumably, due to a 
considerable fall in blood pressure which occurred. 
The authors felt that the improvement that was 
noted in these patients could not be attributed 
solely to the tranquillizing effect of the Rauwolfia 
preparation. They conclude that the alseroxylon 
fraction may be an effective adjunct to the 
management of patients with angina pectoris. 
Attention is drawn to the dangers of Rauwolfia 
preparations in depressed patients. 

David H. Stein. 


Orange Juice and Digestive Dysfunction: Alvey 
C. and Cohen, A. M.J. Australia, 2:11 (July, 
1956. 

Certain individuals are distressed after drink- 
ing orange juice. Symptoms vary from numbness 
of the lips and surrounding areas, to nausea, heart- 
burn, gastric pain, diarrhea and headache. Most 
symptoms occur within % to % hour after drink- 
ing the juice. By using sensitive subjects for 
testing, the authors attempted to determine the 
fraction responsible for the distress. The active 
principle was found in the steam-volatile fraction 
of the juice, and not in the pith. It is suggested 
that the substance is a readily volatile organic 
molecule, possibly a terpene, present in small 
amounts. It is noted that the navel oranges used 
in the experiment contain additional flavoring 
constituents, such as indole, not present in other 
oranges. The removal of the fraction containing 
the active principle leaves a residual tasteless and 
unappetizing material, because the major flavoring 
constituents of orange juice are volatile. 

Arnold G. Rogers. 
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Some Physiological Aspects of Arctic Warfare: 
J. A. Hildes, M.D., M.R.C.P. (Lond.), F.R.C.P. 
(C), Canadian Services Medical Journal, October, 
1956. 

The paper reviews methods of resisting cold 
injury. The normal body mechanisms for main- 
taining body temperature of approximately 37°C 
are to conserve heat by insulation and, if neces- 
sary, to increase metabolic heat production. 

In man, insulation is increased by wearing 
clothing. Arctic clothing is usually specially de- 
signed and constructed to provide good thermal 
insulation, wind-proofing, moisture-proofing, and 
yet to allow easy ventilatory adjustment to prevent 
sweating during periods of hard work. The use 
of vapour-barrier material, which is opposite in 
principle to that used in Eskimo clothing, is being 
tried. There are special problems with regard to 
protection of the hands, feet and face, and to the 
maintenance of sufficient insulation during sleep. 

Dietary requirements are considered with re- 
gard to the total calories required, whether an 
increased proportion of fat is necessary or desir- 
able, and whether increased protection from the 
cold can be achieved by extra amounts of Vitamin 
C. The water requirements are probably in- 
creased but the procurement of drinking water is 
more difficult. 

Certain physiological adjustments to cold have 
been noted, by Carlson in the general distribution 
of heat in the body, and by many other observers 
in the resistance of the fingers to cooling. This is 
generally considered to be a vascular adjustment. 
A decrease in blood volume has also been noted in 
The cold. No clear evidence has been produced 
of a metabolic acclimatization to cold in man 
although there are numerous reports of this in 
laboratory animals. 

The selection of personnel for service in the 
Arctic to exclude those with organic disease of 
peripheral vascular system or with troublesome 
sequelae to old frostbite is considered advisable. 

Training of personnel in the methods of living 
in the Arctic and in the use of special Arctic gear 
is considered a most important factor in opera- 
tional efficiency and in the avoidance of cold 
injury although the physiological adjustments 
mentioned may play some part. 

The relative importance of the vascular ele- 
ment, as opposed to direct tissue damage, in local 
cold injury is still unsettled and the treatment of 
frostbite has not made much progress. With re- 
gard to general cold injury or hypothermia, a 
better understanding is emerging from the many 
studies on therapeutic hypothermia used for cer- 
tain types of surgery. However, the cause of 
death in some cases of accidental hypothermia 
and the best methods for rewarming are still 
unsettled. 

J.A.H. 


| SPECIALIZING 


in pregnancy tests 


Sprague-Dawley albino rats used for 


ACCURACY | 


Lab. open at 8 a.m. 
Tests received before 9 a.m. reported before 
6 p.m. 
Sundays and holidays, by appointment. 
Containers sent on request. 


Phone 92-6935 Day or Night 


WESTERN BIOLOGICAL LABORATORY 
207 Boyd Bidg., 388 Portage Ave. 
Winnipeg 1, Man. 


FITTING THAT’S PROPER 


When the final screw is tightened and the last 
lens polished, it’s proper fitting that counts. Your 
GUILD OPTICIAN’S highest standards of technical 
accuracy go hand in hand with his skilled fitting 
to insure your patient’s comfort. When your pre- 
scription is filled by your GUILD OPTICIAN you 
know that your patient will wear his needed 
correction. 


RAMSAY - MATTHEWS LIMITED 
Ophthalmic Dispensers, 
Medical Arts Building, Winnipeg. 


Guild Opticians 
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Medical Library Evening Hours 
sponsored by 
The Winnipeg Medical Society 
and 


University of Manitoba 


The Library will be Open from 
6 p.m. to 10 p.m. 
Monday through Friday 
from 

_ November Ist to December 20th, 1956 

and from 
January 3rd to April 18th, 1957 
Regulations 

(1) The Library Committee wishes it under- 
stood that the Closing Hour of 10 p.m. will be 
STRICTLY ADHERED TO; 

(2) All Reading Room facilities available to 
Physicians and Students; 

(3) The Student on duty will assist in looking 
up subjects in the Quarterly Cumulative Index 
Medicus for the last ten years; 

(4) If previous references are required they 
should be obtained during the regular library 
hours (9 a.m. to 5.30 p.m.). 

(5) The stackrooms will NOT BE OPEN. 


October 23, 1956. 
The Medical Library Committee. 


Schering Corp. Announcement 

A Canadian specialist is to be one of the 
participating panelists and invitations have been 
issued to 500 Canadian medical men to attend the 
Graduate Symposium on Geriatric Medicine in 
New York City, November 19 - 20. 

The Symposium, which brings together exverts 
from every part of the continent to discuss medical 
progress in treating the illnesses of old age, is 
an annual event under the sponsorship of the 
American Geriatrics Society and the Schering 
Corporation. Dr. Edward Henderson, Medical 
Director of the pharmaceutical manufacturing 
company, is past president of the American Geri- 
atrics Society. 

Dr. Bram Rose of Montreal will be one of the 
experts in a panel discussion on the management 
of allergies in geriatric patients. Invitations to the 
Symposium have been sent to all medical teaching 
institutions and all veterans’ hospitals in Canada, 
and to all hospitals of more than 100 beds in 
Ontario and Quebec. 

Specialists will also report on the most recent 
advances in a number of other fields. Panels will 
discuss: The Clinical Management of Skin Disease 
in Geriatric Patients; The Clinical Management of 
Prostatic Disease; Tranquilizing Drugs in the Clin- 
ical Management of Mental Disease in Geriatric 
Patients; Lipid Metabolism in Cardiovascular Dis- 
ease; Clinical Management of Hypertension; and 
the Clinical Management of Myocardial Infarction. 


Laying aside our glasses 
in appreciation ..... 


Mallon Optical 


Co Wish Jou and Pours 
A Merry Christmas and 
a Gappy New Year... 


405 Graham Ave. 


feck Mallon 


Winnipeg 1 


| : 
aN 

Ch 
| Di 
Di 
Dy 
| En 
Er 
Inf 
Me 
| Ge 
Me 
Mu 
; Jat 
Sal 
| Sez 
Se 
| Sm 
Tu 
Tul 
Ty) 
Un 
Un 
Go 
Sy; 


December, 1956] The Manitoba Medical Review 739 


Department of Health and Public Welfare 
Comparisons Communicable Diseases — Manitoba (Whites and Indians) 


1956 1955 Total 
DISEASES Sept.9to  Aug.12to \Sept.1lto Aug.14to Jan.1to  Jan.lto 

Oct. 6,'56 Sept. 8,56 Oct. Sept. 10,55 Oct. Oct. 8,'55 
Anterior Poliomyelitis... 2 4 4 11 27 
Chickenpox 17 28 44 13 738 943 
Diphtheria : 3 7 0 0 12 1 
Diarrhoea and Enteritis, under 1 year 25 18 23 19 112 120 
Diphtheria Carriers 0 0 0 0 2 2 
Dysentery—Amoebic 0 0 0 0 0 0 
Dysentery—Bacillary 3 3 10 8 15 27 
Erysipelas 0 1 1 2 12 11 
Encephalitis 6 0 0 1 7 1 
Influenza 4 3 10 6 81 223 
Measles 38 37 90 64 1161 2188 
Measles—German —... 5 1 1 163 63 
Meningococcal Meningitis _.......... 0 0 0 0 4 13 
Mumps 35 31 60 24 996 985 
Ophthalmia Neonatorum _.....__-_»_ 0 0 0 0 0 1 
Psittacosis 0 0 0 0 1 0 
Puerperal Fever 0 0 0 0 1 1 
Scarlet Fever 15 2 19 10 111 154 
Septic Sore Throat 8 0 6 1 14 23 
Smallpox 0 0 0 0 0 0 
Tetanus 1 0 0 0 3 0 
Trachoma 0 0 0 0 0 0 
Tuberculosis 40 65 33 32 443 517 
Typhoid Fever 0 0 4 2 0 7 
Typhoid Paratyphoid 0 0 0 0 1 0 
Typhoid Carriers 0 0 0 0 0 0 
Undulant Fever 0 1 1 0 9 8 
Whooping Cough 45 29 57 57 333 618 
Gonorrhoea 110 116 114 137 986 919 
Syphilis 4 5 7 54 78 
Jaundice Infectious 22, 30 25 235 273 
Tularemia 0 0 0 0 0 


Four-Week Period September 9th to October 6th, 1956 


DISEASES 
2 
(White Cases Only) 3s 
*Approximate population. S& 82 
$n «wo 
Poliomyelitis _ 2 6 55 
Diarrhoea and Enteritis under i yr. 25 4 
Dysentery—Amoebic 1 
Dysentery—Bacillary 2 10 
Encephalitis Epidemica —..____. 6 7 
3 
Influenza a 4 11 
German Meas] 3 3 117 
Meningitis Meningococcal 1 7 
Jaundice Infectious 28 38 30 
Scarlet Fever —.... 15 8 90 
mepuc Sore Throat 8 12 4 
Tuberculosis 25 65 
Typhoid Carrier ; 1 
Whooping Cough 76 61 
Gonorrhoea 110 + 110 
4 7 19 


7These figures were not given on their reports. 


Minnesota 


*2,952,000 


w 
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DEATHS FROM REPORTABLE DISEASES 
October, 1956 


Urban—Cancer, 75; Pneumonia, Lobar (490), 3; Pneumonia 
(other forms), 13; Puerperal Septicaemia, 1; Syphilis, 1; 
Jaundice (Infectious), 1; Late effects of acute poliomye- 
litis, 1. Other deaths under 1 year, 27. Other deaths 
over 1 year, 229. Stillbirths, 16. Total, 367. 


Rural — Cancer, 41; Influenza, 1; Measles, 2; Pneumonia 
(other forms), 8; Tuberculosis, 2; Whooping Cough, 1; 
Jaundice (Infectious), 1; Diarrhoea and Enteritis, 2; 
Unspecified forms of Dysentery, 1. Other deaths under 
1 year, 18. Other deaths over 1 year, 230. Stillbirths, 
14. Total, 321. 


Indians— Measles, 1; Pneumonia (other forms), 1; Diarrhoea 
and Enteritis, 1. Other deaths under 1 year, 4. Other 
deaths over 1 year, 5. Stillbirths, 3. Total, 15. 


Poliomyelitis—At time of writing 6 more cases have been 
reported, four with paralysis. 


Diphtheria—Since making up the above report twenty-two 
further cases have occurred in Winnipeg city. Keep 
immunity up with booster doses. Connaught Labora- 
tories have discontinued supplying syringes with Diph- 
theria Antitoxin. 

Encephalitis Epidemica— One more case reported since 
compiling the report, bringing the total to eight. There 
has been a definite upsurge in this disease over last 
vear 
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Detailmen’s Directory 


Representing Review Advertisers in this issue, 
whose names are not listed under a business 


address. 


Abbott Laboratories 
G. J. Bowen 


4-4559 


R. G. (Bud) Harman . 


Alan (Al) M. Grant 


Bruce Hunter 


50-7509 
23-1802 
42-5263 


Ayerst, McKenna and Harrison 


W. R. Card 


40-7115 


Jack R. Ostrow __ - 
British Drug Houses 


2, 


SU3-4558 
.. ED 4-3240 


.. 43-1753 
42-2023 


Calmic Limited 


Carnation Company Ltd., 
Dan Wright 


43-1325 


VE 2-4120 


ED 1-3515 


Tod Thurston 


Ciba Company Ltd. 


Leslie D. MacLean 


Connaught Laboratories 
Brathwaites Ltd. 


6-2068 


Frosst, Chas. E. 
W. M. Lougheed 


W. J. McGurran 


Geigy Pharmaceuticals 


Lederle Laboratories 


T. E. Prendergast 


ED 4-3389 


SP 5-5359 


40-7851 


Man, 


Doctor Required 


Sandy Lake Nursing Unit No. 8B requires 
a Doctor immediately. Office will be sup- 
plied free. For further information write, 
Secretary John Lenkewich, Sandy Lake, 


Phones: 
Doctors’ — SU 3-7123 
Nurses’ — 72-2151 

Registered Nurses 
Practical Nurses 


Doctors’ and Nurses’ Directory 


247 Balmoral Street, Winnipeg 1, Man. 
24-Hour Service 
Victorian Order of 
Nurses — Night calls, 
Sundays and 
Holidays 
Phone 72-2008 
Dental Emergency Service 
Physiotherapists and Masseuses 
P. BROWNELL, Reg. N., Director 


Nadeau Laboratory Ltd., 


Andrew Desender .... .............. 


Park, Davis & Co. 
L. W. Curry 


Poulenc Limited 
W. J. Plumpton 


A. H. Robins (Canada) Ltd. 


Harold Tetlock . 
G. D. Searle & Co. 


Squibb & Son, E. R. 


J. H. Don MacArthur... 


Noel I. 


Shuttleworth, E. B. 


J. F. (Joe) Reichard .................. 


Warner-Chilcott Labs. 


A. L. (Andy) Argue _...____.. 


Will, Chas. R. 


Winthrop Laboratories 
R. M. Kelly 


40-1162 


Wyeth & Bro., John 
A. W. Cumming 


Stuart Holmes 


Bldg., Winnipeg 1, Man 


Internist Required 


Wanted, well trained internist, special interest 
gastro enterology for well established clinic in 
North Dakota city. Excellent starting salary, 
opportunity for early partnership. Will help 
defray expense personal interview. Apply stat- 
ing age, family, qualifications, religion, to Box 
102, Manitoba Medical Review, 604 Medical Arts 


E.E.N.T. Specialist Required 


Wanted, qualified specialist in E.E.N.T. for well 
established clinic North Dakota city. Excellent 
starting salary with early opportunity for part- 
nership. Will help defray expense of personal 
interview. Apply stating pertinent. information to 
Box 101, Manitoba Medical Review, 604 Medical 
Arts Bldg., Winnipeg 1, Man. 


General Practice Opening 


Opening for General Practice, Rural Area. 
Ten-Twelve bed hospital, equipped. Office 
equipment with X-Ray and residence for sale. 
Contact Dr. B. Johnson, P.O. Box 749, Swan 
River. Phones 189 and 190. 


— 40-1138 
50-6558 

a Merck Sharp and Dohme (Canada) Ltd. ie 

40-5604 
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why MAGNAHEMIN* is the most potent of all oral hematinics! 


Each capsule contains: Compare this formula with that of any other hematinic, 
Vitamin By2 with Intrinsic ao and you will find that MAGNAHEMIN is clearly, 
Factor Concentrate 
1 Oral Unit 4 measurably more potent. Every known hemopoietic 
—— Biz (additional) is included, and each one is present in generous 
mcgm. ‘ 
quantity. You can confidently prescribe MAGNAHEMIN 
00 mg. : for all treatable anemias, including maintenance of 
renaered Stomach pernicious anemia patients. Dosage: just one 
meg. j 
Ascorbic Acid (C) 
150 mg. 


Folic Acid 


‘MAGNAHEMIN’ 


Hematinic Lederle 


filled sealed capsules (a Lederle exclusive!) for more 
rapid and complete absorption. 


LEDERLE LABORATORIES DIVISION, NORTH AMERICAN CYANAMID LIMITED, MONTREAL, QUEBEC Lederte 


TRADE-MARK IN CANADA 


Drug needs for personal or family 
requirements . . . your best choice at EATON’S 


PRESCRIPTIONS 


Over 15 qualified pharmacists . . . over one 
million prescriptions on file. A very com- 
plete stock of ethical products for prescrip- 
tions . . . pick up and delivery service. 


* COMPLETE LINE OF SUNDRY ITEMS 


Baby supplies . . . toiletries and women’s 
hygienic supplies. 


%*& SURGICAL SUPPLIES 


Elastic hose, trusses and surgical belts... 
fitted by fully trained personnel. 


Drugs, Main Floor 


32-2115 &T. EATON 


Published by the Manitoba Medical Association, 604 Medical Arts Building, Winnipeg, Canada ra 
Contents are protected under the Copyright Act of 1921 — 
Printed by The Roscoe Company, 352 Cumberland Ave., Winnipeg, Canada 


4mg. 


For 
ESSENTIAL 
HYPERTENSION 


alliance 
of the classic 
and contemporary... 


THEOMINAL R.S. 


(Theominal with Rauwolfia serpentina) 


Combines for synergistic action: 


Theobromine ne (5 grains) 0.32 Gm. 
Luminal® (pioneer brand of (1/6 grain) 10 mg. 
Rauwolfia serpentina alkaloids (alseroxylon fraction)....................... 1.5 mg. 


Theominal itself has been widely prescribed for essential hypertension for sev- 
eral decades. The addition of Rauwolfia serpentina alkaloids—purified alseroxylon frac- 
tion—to the well established Theominal formula represents a substantial improvement. 


With the use of Theominal R.S., objective and subjective improvement can be 
obtained in a large percentage of hypertensive patients. There is mild and gradual but 
sustained reduction of excessive blood pressure and pulse rate to near normal levels. 
Striking symptomatic improvement occurs concurrently: alleviation of congestive 
headache, vertigo, dyspnea, nervous irritability, apprehension ats insomnia. 

With Theominal R.S. medication the antihypertensive action of Luminal and 
theobromine may be evident in a few days, whereas a week or more may elapse before 
the Rauwolfia component exhibits its maximum effectiveness. However, the sense of 
well being due to Rauwolfia is experienced within a few days of medication and usu- 
ally precedes the development of the maximum antihypertensive effect. Theominal R. S. 
is well tolerated. 
DOSAGE: The usual dose of Theominal R.S. is 1 tablet two or three times 
daily. When improvement has been maintained for a time, the dose may be reduced or 
medication suspended occasionally until its resumption is indicated. 


HOW SUPPLIED: Theominal R.S. is supplied in bottles of 100 tablets. 


‘ 
WINOSOR | omranio 
Theominal and Luminal, trademarks reg. U.S. Pat. Off. 


443 Riverside Drive, Windsor, Ont, 


Also available as before 
THEOMINAL (Each tablet contains theobromine 0.32 Gm. 
and Luminal 32 mg. and 
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